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Sulfanilamide and Prior to the advent 
Its Derivatives in of sulfanilamide, the 
Infections of the therapeutic manage- 


Nervous Systm ment of meningitic 
infections was a ma- 


jor problem. Even with so-called specific 
sera or antitoxin, mortality and morbidity 
were high. Symptomatic treatment for the 
control of intracranial pressure and preven- 
tion of cerebelloforamen magnum obstruction 
with medullary death required eternal vigil- 
ance and was often a losing battle. 


Increasing numbers of reports of menin- 
gococcic meningitis, treated by sulfanilamide 
or sulfapyridine, indicate a recovery rate of 
from 85 to 90 per cent. It would seem that 
only moribund patients fail to respond, if the 
proper blood level concentration is obtained. 
This is contrasted with a previous mortality 
rate of from 20 to 30 per cent and additional 
morbidity and much longer hospitalization in 
recovered cases when specific serum therapy 
was used. 


In beta hemolytic streptococcic meningitis, 
all previous therapies were ineffective, with 
a mortality rate of 95 per cent. This mortality 
rate has been reduced to 20 per cent by ade- 
quate sulfanilamide therapy. The control of 
this infection is a revolutionary advance in 
neurologic therapy. 


The effectiveness of sulfanilamide or sulfa- 
pyridine in pneumococcic meningitis is still 
controversial. The control of pneumococcic 
infection of the meninges is difficult, largely 
because of the thick creamy type of exudate 
leading to arachnoidal blockage. Previous 


serum-and chemo-therapy of this infection 
were highly discouraging. Encouraging re- 
sults from combined sulfanilamide and serum 
are reported, although sulfapyridine seems 
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definitely superior. In one series of 32 cases 
of pneumococcic meningitis, 14, or 43 per cent, 
recovered. It would appear that this malig- 
nant infection may be brought under control. 

In staphlococcic meningitis no large series 
of cases has been reported. Isolated reports of 
success with sulfapyridine are encouraging. 
Other derivatives such as sulfathiazol 
will doubtless prove successful in controlling 
this organism. Upon other rarer pyogenic 
meningitides, such as influenzal meningitis, 
we have insufficient knowledge to draw con- 
clusions. It is probable that specific chemo- 
therapy will be developed to control them. 

Up to date reports of experimental sulfa- 
nilamide therapy in virus infections, such as 
rabies, encephalomyelitis and poliomyelitis 
are discouraging. There is good evidence, 
however, that the mortality of cerebral ab- 
scess and sinus thrombophlibitis can be low- 
ered by sulfanilamide therapy, when com- 
bined with surgery. Also, its use prevents 
fatal meningitis. 

Some of the newer derivatives of the drug 
will doubtless prove less toxic, especially 
when given parenterally, and thus greatly 
improve the therapy. It is probable that 
serum therapy in meningitis will be largely 
eliminated. The necessity for spinal punc- 
tures, except ‘for diagnostic purposes, will 
Ifkewise be eliminated. Intrathecal adminis- 
tration of the drug is not necessary. 

The present relative ease of management 
of pyogenic meningitides makes our previous 
heroic procedures such as spinal, cisternal, 
ventricular and intracarotid injections, and 
even fever therapy, seem crude and empiric. 
Sulfanilamide is the nearest approach to a 
magna sterilans medical science has ever 


known, A. E. BENNETT, M.D. 
Omaha, Nebraska 


67 












DR. ESTHER LORING RICHARDS 


Dr. Richards, the author of Medical Confusions 
of the Psychoneuroses, was born in Holliston, 
Massachusetts. She received her Doctorate of 
Medicine from Johns Hopkins University in 1915. 
At present, she is Associate Professor of Psychi- 
atry at Johns Hopkins University; Associate Psy- 
chiatrist at the University Hospital; Psychiatrist- 
in-Charge of the Out-Patient Department for the 
Henry Phipps Psychiatric Clinic; Lecturer in Men- 
tal Hygiene, School of Hygiene and Public Health, 
Johns Hopkins University; Psychiatrist-in-Chief 
for the Psychopathic Division of the Baltimore 
City Hospitals; and a member of about thirty 
committees of the city and state dealing with 
educational, medical and psychiatric matters. 
Dr. Richards is the author of some 90 publications, 
which include a book, Behavior Aspects of Child 
Conduct, published by Macmillan in 1932. 


DR. FREDERICK L. PATRY 


Dr. Patry, author of Global Educational Prin- 
ciples and Practice with Respect to Epileptics, 
received his M.D. degree from the University of 
Toronto in 1925. He is a Diplomate of the Ameri- 
can Board of Psychiatry and Neurology; a Fellow 
of the American Psychiatric Association, the 
American Orthopsychiatric Association, and the 
American Medical Association; and a member of 
the Association for Research in Nervous and 
Mental Diseases. He has over 200 publications 
on psychiatry and neurology to his credit. At 
present, he is the Consulting Psychiatrist for the 
Anderson School and the Potts Memorial Hospital. 
Also, in addition to his private practice, he is 
Regional Neuropsychiatrist for the U. S. Veterans’ 
Administration. 


DR. WALTER FREEMAN . 


Dr. Freeman, who wrote on Nervousness—As a 
Presenting Symptom, after graduating from the 
University of Pennsylvania in 1920, took post- 
graduate work there and abroad. He was the 
Director of Laboratories for St. Elizabeth’s Hos- 
pital from 1924 to 1933, and has held the position 
of Professor of Neurology at George Washington 
Univnersity since 1926. He is the author of 
Neuropathology and has contributed about 100 
scientific articles to the periodical literature. He 
is Secretary of the American Board of Psychiatry 
and Neurology. 


68 


WITH OUR CONTRIBUTORS 


DR. D. H. DUNCAN 


Dr. Duncan, who with Dr. Phillips, was ¢o- 
author of the paper entitled, Follow-up Study of 
Metrazol Therapy in Twenty Cases of Chronic 
Psychotic Excitement, is a member of the Ameri- 
can and Southern Psychiatric Associations and 
of the Association for Research in Nervous and 
Mental Disease; a Fellow of the American College 
of Physicians and a Diplomate in Neurology of the 
American Board of Neurology and Psychiatry. 
At present, he is a Neuro-psychiatrist for the 
Highland Sanitarium and Clinic, visiting Neuro- 
psychiatrist for the Shreveport Charity Hospital, 
consultant in Neurology for the Shrine Hospital 
and the North Louisiana Sanitarium and Neuro- 
logical consultant for the Louisiana Society for 
Crippled Children. His publications include 
studies on Pharmacological shock therapy, the 
psychoneuroses, bromide intoxications, influen- 
zal meningitis, and spontaneous subarachnoid 
hemorrhage. 


DR. S. J. PHILLIPS 


Dr. S. J. Phillips, the other co-author with Dr. 
Duncan, graduated from Tulane University in 
1921 and is at present Superintendent of the 
Central Louisiana State Hospital. He is a mem- 
ber of the American and Southern Psychiatric 
Associations, and the American Hospital Associ- 
ation. This is his fourth contribution to the field 
of periodical literature on convulsive therapy. 


DR. A. HAUSER 


Dr. Hauser, who reported on Spontaneous Sub- 
arachnoid Hemorrhage, graduated from the Uni- 
versity of Texas Medical School in 1927, after 
receiving his B. A. degree from the main Uni- 
versity in 1923. He was formerly Adiunct Pro- 
fessor of Neurology and Psvchiatry at the Uni- 
versity of Texas Medical School, and Assistant 
Clinical Director of the Galveston State Psycho- 
pathic Hospital. He is a member of the American 
Psvchiatric Association, Central Neuropsychi- 
atric Association. and the American Association 
for the Advancement of Science. He has been 
certified by the American Board of Psychiatry 
and Neurology. 2nd is Consultant Psychiatrist of 
the Bureau of Classification in the Texas Prison 
System. 



















e 
\- 
ic 
| 





MARCH 


DISEASES OF THE Nervous SYSTEM i940 


Medical Confusions of the Psychoneuroses 


ESTHER LORING RICHARDS, M.D. 
Baltimore, Maryland 


There is probably no medical term so loosely 
used today as the word psychoneuroses. It 
has taken upon its shoulders all the sins 
formerly borne by ‘“neurasthenia” that for 
decades constituted a pigeon-hole of classi- 
fication into which were consigned all mental 
and physical signs and symptoms unaccount- 
ed for by any so-called pathology or the out- 
spoken insanities. Freud, a dissenter from 
the original doctrine of neurasthenia as a 
fatigue neurosis, divided neuroses into phy- 
sioneuroses or true neuroses, and psycho- 
neuroses. He considered the chief causal 
factors of both to lie in the psychosexual 
field of human functioning. The true neu- 
roses were produced by abnormalities in the 
present sexual life of the patient. Neuras- 
thenia and its train of symptomatology, he 
considered, was essentially associated with 
masturbation. Anxiety neurosis was the re- 
sult of frustraneous sexual excitement. The 
psychoneuroses involved hereditary predis- 
position and were dependent upon experiences 
and impressions of a sex nature occurring in 
childhood and activated in later life by a 
great variety of situational and other factors. 
The term psychoneuroses included compul- 
sive thoughts and activities (called by Janet, 
psychasthenia, and by Adolf Meyer, obsessive- 
ruminative-tension states) and hysteria. 

The average physician, aware or unaware of 
these original distinctions between true neu- 
rosis and psychoneurosis, carries into prac- 
tice two main concepts of the word psycho- 
neuroses. First, he has the idea that this 
term covers all benign mental and physical 
complainings that are “functional” and not 
organic in etiology; second, he suspects that 
in some roundabout way all these complain- 
ings must be due to something that is wrong 
with the sex life of the patient. If he thinks 
further than this he tries to classify the psy- 
choneuroses into four subdivisions: First, 
hypochondriasis, which consists of a simple 
or diffuse eruption of somatic complaints that 
may or may not go on to chronic invalid 
states of less and less ability to manage a 
life of normal functioning; second, anxiety 
states characterized by attacks of palpitation, 


shortness of breath, fears of dying or falling 
if unaccompanied by another person (claus- 
trophobia, agoraphobia) sweating, vertigo, 
etc.; third, obsessive-compulsive states in 
which the patient feels he must do or say 
things that his intelligence knows are ab- 
surd repetitiously, so that he can feel more 
comfortable within himself, more assured. 
Among these complaints are obsessive fear 
of contamination expressed in pathological 
handwashing, scrubbing of dishes and fur- 
niture, etc., touching objects in series of 3 
to 7 times, ritualistic behavior about crossing 
threshholds, streets, dressing, etc. Fourth 
there is hysteria, a psuedo loss of functioning 
as expressed in aphonia, amblyopia, areas of 
anesthesia, monoplegia, hemiplegia, “spells” 
of problematical loss of consciousness. Hypo- 
chrondriasis and hysteria are the two terms 
most commonly employed by the internist to 
characterize any condition that he concludes 
is functional. 

The term psychoneuroses sounds more 
modern and scientific than neurasthenia, but 
from the standpoint of usuage and subsequent 
treatment of the patient it is equally danger- 
ous. First of all, it continues to carry on the 
medical confusion of a sharp contrast be- 
tween poor mental health that is supposed to 
be benign and poor mental health of the out- 
spoken psychoses that are medically recog- 
nized as serious enough to call for instant 
psychiatric help. Secondly, the internist is 
encouraged by this same old concept to em- 
ploy essentially one line of treatment for all 
people whom he considers psychoneurotic. 
The Weir Mitchell rest-cure therapy, so pop- 
ular in the days of “neurasthenia” diagnoses 
is enlarged a bit by psychotherapy. Endo- 
crines, vitamins, dietary flora, physiotherapy, 
and occupational therapy vary the monotony 
of the old regime of isolation and fattening. 
Here and there a bold medical soul, who has 
acquired a reputation for interest in “nervous 
cases”, undertakes the hazardous business of 
digging into the psyche of his patients and 
coming quickly, of course, upon sexual com- 
plexes and personal conflicts which he at 
once concludes are the cause of all the trouble. 
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Let us consider some of the common pit- 
falls into which such medical approaches may 
lead both doctor and patient. Psychoneurotic 
complainings may be the prodromal expres- 
sion of an underlying depressive or schizo- 
phrenic disorder for months before the fea- 
tures of an actual psychosis become evident 
enough for the psychiatrically untrained phy- 
sician to see. For example, B.J. was a clergy- 
man of 70 who was referred for psychiatric 
consultation at the insistance of his family 
because for six months he had been sleeping 
poorly, had had poor appetite, was tired all 
the time and complained vigorously of gas 
and constipation in spite of satisfactory elim- 
ination and normal G-I series. 


When I saw him he was lying in bed ap- 
prehensive of every meal and bowel movement 
and a night’s sleep. Conversation easily 
elicited a feeling of depression and hopeless- 
ness. He was a man who had lived an active 
life and keenly felt the responsibility of leav- 
ing his profession with the world’s problems 
still unsolved. Supply pulpits did not satisfy 
him. He considered himself a failure. After 
explaining to him the intimate relationship of 
behavior and emotions and body feelings, I 
suggested that he come into the Phipps Psy- 
chiatric Clinic for treatment. We put him on 
5 grains of barbital at night and 2% grains 
in the morning, got him up and about on ward 
activities, regulated his bowels, and in the 
meantime formulated to him a philosophy of 
accepting his retirement from active service 
with the fields still ripe for harvest. It has 
been two years now since he left us and he 
continues to carry on a modified life with 
mental and physiological equanimity. 

Helen H. was a college graduate of 30 for 
whom a psychiatric consultation was asked 
because of the following story. She had taught 
for 7 years after graduation, leaving each 
June very exhausted and complaining of in- 
digestion. She had been under the care of 
many physicians, none of whom had found 
any “pathology”. As the years went on she 
spent more and more time in bed when not 
actually teaching. When she finally came to 
the Johns Hopkins Hospital for a thorough 
diagnostic study, her complaints were as fol- 
lows: “I can feel every bit of food that I 
take. When it touches a certain spot in my 
stomach I feel an acid forming which goes 
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into my bones and muscles and travels up my 
spine and circulates through my brain. This 
is followed by a fatigue that is like a wave 
of ether which numbs me. Sounds get faint. 
Voices are far away and I drift into a state 
of exhaustion in which I feel as if I were 
under an anesthetic.” 


These complaints were hypochondriacal in 
that they represented bodily sensations un- 
associated with any abnormal physiological 
findings. Qualitatively they were bizarre, odd, 
incongruous, and their follow-up with ques- 
tions concerning personality features revealed 
a well-advanced disorganization of the per- 
sonality functioning. A year later she devel- 
oped full-fledged auditory hallucinations and 
delusions for which state hospitalization was 
necessary. She lived for 5 years after com- 
mitment and was considerably deteriorated 
at the time of her death from pneumonia. 

These two cases are quite typical of the 
facts accompanying hundreds of patients who 
are considered psychoneurotic. Their com- 
plainings fall into the category of hypochon- 
driasis, if the physician thinks of that word 
only in terms of physical complaints unassoci- 
ated with any “pathology”. Giving such cases 
a rest cure modified by one or many of the 
therapeutic ingredients coming under the 
head of psychotherapy is futile. The clergy- 
man, B.J., needed more sleep than he was 
getting. He needed to be out of bed and about. 
He needed a formulation of his troubles in 
constructive terms of what to do with his 
waking hours and with his philosophy for 
living. He wanted to know why he felt as 
he did. It is not enough to tell such a patient 
that his G-I series is normal and that he has 
nerves and must “snap out” of them. This 
is why medical words of reassurance and pat- 
ting on the back and warnings against be- 
coming self-centered are a waste of respira- 
tory energy. The point is that in every patient 
the treatment is an individual matter which 
must take into consideration the “stuff” out 
of which this individual is made-intellectual, 
biological, temperamental. The patient’s be- 
havior, mental and physical, is a composite 
of this “stuff” functioning as an integrated 
whole. That is why it is folly for the physi- 
cian to look for therapeutic salvation in any 
one form of treatment, c.f., rest-cure, psy- 
choanalysis, reeducation, etc. We cannot ef- 
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fectively divide patients into organic or func- 
tional, psychoneurotic or psychotic divisions. 
As physicians we have to work with and treat 
all the factors in each individual who comes 
to us for help. 

For example, there is the individual with a 
neuropathic constitution, which was mani- 
fested in early childhood. 

M.L. Came to us at 39 with the story of 
asthma, which under 12 years of medical and 
surgical treatment consisting of adrenalin in 
increasing dosage, avoidance of animals, 
cream, chocolate, butter, etc. and 12 nose and 
throat operations, finally got to the point 
where she could not play the piano without 
an “attack”. She had always been of an as- 
thenic habitus. As a child she was delicate, 
ate poorly, went to pieces under examinations, 
could not take part in athletics, vomited under 
emotional strains. She left school early be- 
cause she tired under its fatigue. Her married 
life has been childless, because she was con- 
sidered too fragile to have children. Her hus- 
band travels in his business and leaves her 
alone in a small apartment with not enough 
to do. This is added to life long habits of 
hypersensitiveness. The asthma is a combina- 
tion of respiratory tic and anxiety states. 

During three weeks in the psychiatric clinic 
she has had but one “attack” which subsided 
without adrenalin. We do not expect to make 
over her canoe-like psychobiological set-up, 
but she is learning under guidance to live 
with this set-up, not to succumb to its over- 
tures, and to find something to put into the 
emptiness of her life. 

A.B., aged 52, developed asthmatic attacks 
6 months previous to consultation. He was 
found to be sensitive to the dust from the 
factory room where he had been foreman for 
20 years. Under specific treatment his at- 
tacks became more frequent and incapacitat- 
ing. He was referred to the clinic as having 
a psychoneurosis. Why should this man sud- 
denly become sensitive to dust that he had 
been inhaling all these years? Investigation 
of his social status showed that a year ago 
his wife developed a serious cardiac condition. 
She had been in hospital four times. He 
lived night and day under constant tension, 
fearing the news of her sudden death. For- 
mulation of the role of this factor in his 
asthma is resulting in marked diminution of 
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the attacks. Here, internist, psychiatrist and 
social worker are called on to do teamwork 
in therapy. 

Again there are those vexing combinations 
involving the relationship between hyper- 
tension, gastric ulcer, pylorospasm, spastic 
colon, mucous colitis, persistent fatigue and 
mental states of apprehensiveness, discour- 
agement, discontent, financial and marital 
insecurity, and poor life-long habits of mental 
hygiene, involving an unsatisfactory balance 
of work and recreation and sleep and food 
and alcohol that are increasingly clogging 
the wheels of living in human beings. The 
internist treats the physical aspects of these 
conditions, gives advice about the mental hy- 
giene aspects, finally becomes discouraged 
and tells the patient he is neurotic and has 
got to help himself. Telling a patient he is 
neurotic only angers him and drives him fur- 
ther from medical helpfulness. Some of these 
patients can help themselves, but do not 
want to make the effort; some would willingly 
make the effort, but have to be shown how. 
In others, the therapeutic job is to find out 
how much can be salvaged from the damaging 
effects of poor habit formation and mental 
attitudes built up during a lifetime. 


To differentiate between modifiable, semi- 
modifiable and unmodifiable human material 
requires long, patient and often tedious study 
of not only the patient, but of his family and 
other factors in the social and economic mo- 
saic, which pieced together, make his life. 
The method of approaching such problems is 
not so much a matter of technique as it is one 
of real interest, one willing to spend time on 
the problem. The family doctor of the past 
who knew his patients, their family back- 
ground and social setting was oftentimes more 
behavioristically intelligent in treating their 
“neuroses” than the modern up-to-the-min- 
ute internist and “diagnostician”’, who tries to 
arrive at diagnoses and treatments by a sort 
of accountancy method of dealing with re- 
ports from “specialists”, to whom he sends his 
patients for findings in their “domain”. 

It is unfortunate for the practitioner that 
psychiatry as a rapidly developing branch of 
departmental medicine during the past 25 
years has shown so little homogeneity in its 
methods of study and treatment. On the one 
hand, the organiscist group considering physi- 
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ology and biochemistry as the only approach 
to the study of human behavior, has no time 
for factors of personality and of socio-eco- 
nomic status. At the opposite pole there is 
the psychoanalytic school which focuses ex- 
clusively .on the libido functioning. Between 
these two extremes is a limbo of verbal produc- 
tiveness. The Henry Phipps Psychiatric Clinic 
of The Johns Hopkins Hospital might be said 
to be eclectic in its practice of therapy. It 
follows no formal school of thought. It 
studies every patient as an individual, render- 
ing unto constitutional endowment, so-called 


“pathology”, socio-economic status, person- 
ality, and libido, whatever attention the facts 
located in these spheres of investigation seems 
to indicate. It does not approach a patient 
with a mind so biased by any school of 
thought that it wittingly or unwittingly tries 
to make a case fit into some nosological credo. 


For example, there is anxiety neurosis, in- 
variably ascribed by Freud in 1909, 1912 and 
1920 to frustraneous sexual excitement. It 
was not until 1927 that the psychoanalytic 
school admitted that these conditions might 
involve factors other than repressed and un- 
satisfied libido.! Here is an extremely com- 
mon state of “nerves”, which occurs in at- 
tacks. It is found in persons of a tense, se- 
rious-minded, conscientious and extremely 
suggestible make-up, often expressing itself 
in childhood by fears—fear of going to school, 
of leaving the family, of vomiting or falling 
in public. The constitutional set-up is touched 
off later in life by incidents of a scary nature: 
loss of job, seeing accidents, sudden deaths, 
environmental situations of quarreling and 
threatening, and many other matters besides 
sex conflicts and marital difficulties. 


These patients are treated as cardiac or 
G-I cases, depending upon the predominance 
of the symptoms. When the diagnosis is es- 
tablished, the condition must be formulated 
to the patient in plain, simple terms; return 
to work and daily activities must be pre- 
scribed. It is fatal to recommend periods of 
rest. The patient is not suffering from over- 
work, but fear, and the quickest way to make 
him see this is to get him back to work and 
re-establish his confidence by making him 
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realize that he can work and eat and go about 
without favoring himself. 


It is surprising how patients thrive on such 
a procedure.2 Out of 232 such cases treated 
in the Henry Phipps Psychiatric Dispensary 
in 1932, 65 per cent returned to their regular 
life and work within a few weeks from the 
time they were first seen. It is important in 
such cases not to waste weeks and months 
trying this and that medicine and therapy, 
suspecting thyroid and heart and G-I tract, 
and then to tell the patient that he is neurotic 
and that his trouble is all ‘mental’. When 
this is done, the patient’s symptoms become 
worse; he suspects that his physician is keep- 
ing some grave facts from him and he resists 
the physician’s final report. If his complaints 
are called neurotic or mental he demands an 
explanation of the practical relationship of 
mind and body in terms of why he palpitates 
and thinks he is dying; he resists insinuations 
that he suffers from imaginations. The phy- 
sician must remember that the patient’s phys- 
ical discomfort is just as distressing as if it 
were caused by somatic pathology. It is equal- 
ly unprofitable, and even damaging, to ap- 
proach anxiety states with a mind already 
committed to finding a sexual etiology. Sex 
conflicts, misinterpretations, perplexities are 
common to all human beings. The field of 
sexual functioning should be scrutinized as 
carefully as any other function of integration. 
The point is that the medical inquirer should 
not camp out on this field of inquiry alone, 
find a few confusions, and then insist on mak- 
ing the patient believe that all his maladjust- 
ments lie there exclusively. 


It is indeed unfortunate that psychiatric 
literature has such a preponderance of poly- 
syllables and verbal complexities that they 
give the general practitioner an impression 
that this branch of medicine is vague and 
obscure, that it is too deep for his assimilation, 
or else causes him to discard all its contribu- 
tions as “bunk”, which he and his patients 
had best leave alone. Psychiatry is largely 
to blame for its failure to impress its medical 
colleagues with the value of what it has to 
offer. Its defects will be remedied when medi- 
cine becomes aware of the need for help in 
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meeting the health problems of “nerves”, and 
goes seriously about the business of separat- 
ing whect from tares in the therapeutic ad- 
vice of its psychiatric confreres. 
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Global Educational Principles and Practice 
with Respect to Epileptics * 


FREDERICK L. PATRY, M.D. 
Albany, New York 


In contrast with the purpose of a previous 
communication! in which was summarized the 
handling of epileptic children attending pub- 
lic schools in New York State, and based upon 
a questionnaire sent to nineteen school physi- 
cians of representative cities and villages, this 
formulation aims to bring to the front the 
various facts and factors pertinent to the edu- 
cational methodology of individuals suffering 
from the epileptic syndrome, recently referred 
to with significant discernment as “a parox- 
ysmal cerebral dysrhythmia.’” 


In order to desensitize physicians and edu- 
cators from focusing too intensely upon the 
“attacks” per se, our aim is to keep in mind 
at all times the education of behaving indi- 
viduals, in the light of total personality func- 
tioning as a 24-hour experiment of nature, 
with and without seizures. To be sure, the 
parent, teacher, and physician are aroused 
for the most part because of the disruptive 
social effects of the seizure, particularly those 
of the grand mal type. Moreover, from the 
standpoint of prophylaxis and prevention of 
mental deterioration, it is essential that 
everything be done to eneucleate and mini- 
mize convulsive phenomena. But from the 
educational point of view, we must primarily 
be attuned to the moment-by-moment needs 
of the global or total individual personality 
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seeking satisfaction adjustments in various 
channels of interests and activities. If this 
is held out as our cardinal objective, we will 
not only contribute toward the eradication 
of seizures, but also toward a happy adjust- 
ing of the individual in the home, school, and 
community. 


Various principles and practices, as well as 
a philosophy of education for the person ex- 
pressing convulsive disorders, will be illus- 
trated by pertinent case-history examples. 
Following this, a number of guide posts will 
be erected, suggesting educational procedures 
which assist in the development of personality 
maturation. Total personality conditioning 
and reconditioning processes, desirable in 
furthering the art of effective living, with 
reasonable day-by-day satisfactions are our 
objectives with, of course, the ultimate aim 
of making the person self-supporting. 


Certain of the following cases are from the 
writer’s private practice, and others are from 
The Spruces, a hospital school for more def- 
initely psychiatric cases than those accepted 
for education at The Anderson School, al- 
though both are under the immediate direc- 
tion of Dr. V. V. Anderson. 


Case I: Jane, age 9, was referred to the 
author by the family physician because of the 
frequency of petit mal attacks which he was 
unable to bring under control, and which re- 
sulted in exemption from school. Jane, the 
older of two children, came into the world via 
a difficult labor, necessitating incubator 
treatment. She was regarded as normal until 
the age of 3, when her mother noticed she 
developed a “day-dreamy stare” on occasions. 
However, there was no parental concern until 
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she entered kindergarten at the age of 5. 
Although the teacher did not notice anything 
unusual, the mother stated that at this time 
that the patient’s eyes, on occasion, would 
roll up. The next year the teacher observed 
that Jane would “stop dead in her tracks while 
running upstairs.” This was associated with a 
turning back of the head and eye-rolling-up 
movements. During the 6 months prior to 
the first consultation on December 10, 1937, 
the patient was observed to express jaw- 
jerking movements, upward raising of the 
arms, and tipping backward of the head. On 
two occasions, she caught herself before fall- 
ing. The mother feared possible accidents 
and urged specialized consultation. 


During the past three years, the patient 
has consulted four different physicians, re- 
ceiving phenobarbital and bromide treat- 
ment, but without beneficial results. Allergic 
tests were conducted, it being ascertained 
that she was susceptible to house dust, eggs, 
and potatoes. Fifteen injections by way of 
desensitization were given, but without effect 
on the spells. It should be noted that when 
patient was transferred from breast feeding 
to food at the age of six months, she de- 
veloped eczema, and has been so troubled, 
but to a less extent, up to the present. 

Prior to the onset of attacks at the age of 
3, she was fearful of the dark, which resulted 
in maternal concern to the extent that the 
mother would lie down with the girl until 
she fell asleep. The mother now states, “One 
does such silly things with the first baby.” 
Enuresis stopped at the age of 2, but there 
has been occasional wetting, both nocturnal 
and diurnal, in the recent past when bromide 
was administered. She suffered the usual 
children’s diseases without sequellae. Jane’s 
personality is described as “hot or cold.” 
When mad she is awfully mad, wants her 
own way, and is a poor sport. She has never 
been able to play by herself, being over-de- 
manding and domineering with other chil- 
dren. This is in contrast to her sister, age 5, 
who plays happily by herself, cutting dolls, 
looking at books, etc. Patient has always 
been hyperexcitable and would almost tremble 
when enthused in games or going places with 
a recreational objective. 

The patient began taking bromide while in 
the second grade. This resulted in involuntary 
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urination, which caused undue persona] 
sensitiveness, and, along with the increas. 
ing number of attacks, her family physician 
advised exemption in May, 1937. Since Sep- 
tember of last year she has received home 
teaching by an assigned public school teach- 
er, although her former teacher has stated, 
“T don’t see why Jane doesn’t go to school.” 
On the other hand, the patient’s mother fears 
that she may fall and injure herself; more- 
over, the patient resents wetting accidents 
which attract attention. She has done “nice- 
ly” with home teaching twice a week, al- 
though, at times, she has been unable to con- 
centrate on school subjects, particularly 
arithmetic, and, as a consequence, the teacher 
has been encouraging her to draw and Color, 
After school hours she will play with her 
fellows, but frequently she becomes tearful 
and irritable, complaining, “They won’t play 
with me.” The mother states at such times 
that the patient is impossible. “I can’t do 
anything with her when she cries.” On such 
occasions, she is apt to be over-tired and 
hungry. She seems to use up all her energy 
at once, as though in extreme exultation, 
clenching hands and shaking when she is 
pleasantly excited. The seizures, petit mal 
type, cluster chiefly in the morning, soon 
after arising, and up to breakfast time. There 
are fewer attacks during the day. Nocturnal 
seizures have been noted. 

The family history is significant in that the 
father underwent an operation for hyperthy- 
roidism in 1931 and is color blind. The mother 
has suffered hay fever since the age of 12, 
and has a worrisome, over-anxious make-up. 
A maternal grandmother suffered hay fever 
and a maternal uncle had asthma. 

The facts of the initial neuropsychiatric 
examination in December, 1938, indicated that 
we were dealing with a well-developed, well- 
nourished, white girl, age 8 years, 2 months; 
mental age, 6 years, 6 months; I. Q., 76; range, 
5-8 years. Physical and neurological exam-. 
inations were essentially negative. She was 
placed upon sodium bromide, grains 12, three 
times a day, and luminal, grains 1, twice a 
day. Because of grogginess and increasing 
effort to do things, as well as increased tear- 
fulness and irritability, the bromide was tem- 
porarily discontinued. The attacks were not 
so forcible, but the number, to the extent of 
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18 or 20 each day, continued, mostly about 
the breakfast hour. Bromides were resumed 
gradually, and it was noticed that there was 
less muscular movement of the arms, head 
and jaw. These gave way to a “stare with 
slight jaw movement.” There appeared more 
“approachable periods”. “When she’s good 
she’s good”. Breakfast in bed was instituted 
in the latter part of December, and this 
tended to reduce emotional tension and give 
rise to fewer seizures. Several nights a week, 
however, she would arise about 2:30 a. m., 
calling for her mother to accompany her to 
the bathroom. She began to enjoy more out- 
of-doors recreation with playmates. Seizures 
in general were reduced in number, as well 
as in quantity of movement. She suffered oc- 
casional vomiting attacks during the night, 
usually precipitated by dietary indiscretion 
the previous day. The digestive upsets made 
for an increase of seizures the next day. 

The patient continued to carry on with 
home teaching, the teacher being careful not 
to push her in school work, but allowing her 
to take as much time as she needed to ac- 
complish certain problems, especially in 
arithmetic, where she is slow. She does her 
best work in reading, writing, and coloring. 
She also attends Sunday School, which she 
enjoys. Because of increasing refusal to co- 
operate in the home and poor appetite, as 
well as a “far away and languid expression,” 
the bromide was again omitted. Her mother 
complained that the bromide made the pa- 
tient irritable and that this led to her wearing 
herself out. At times, she was defiant toward 
the teacher and refused to read. She is able 
to do about third grade work according to 
the school record, but, under bromide, she 
has done poorer academic work than while 
at school the previous year. 

On February 20, 1938, the patient was placed 
upon Calcibronat, (Sandoz), 1 effervescent 
tablet (contains 3gm. Ca-Br-Galactogluconate 
representing 0.27 gm. Ca-ion + 0.45 Br-ion) 
a day, along with sodium bromide, grains 12, 
and luminal, grain 1, each day. Three days 
later the mother was pleasantly surprised to 
report that the patient had not cried nor wet 
the bed (no doubt due to seizures). Within 
five days the attacks were reduced from an 
average of 15 a day to 3. Although her appe- 
tite became obviously impaired, she was bent 
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more toward large muscle recreational ex- 
ercises, such as roller skating. Moreover, her 
disposition became greatly improved, and her 
cooperation was definitely better. Both the 
teacher and the mother noticed an increase 
in alertness. Within two weeks’ time she 
would go an accasional day without any seiz- 
ure. “Her disposition is wonderful for her,” 
according to the mother, and there was no 
enuresis day or night. Luminal was discon- 
tinued and sodium bromide, grains 12, was 
given every other day. 


The patient began to express a desire to 
return to school, although the family phy- 
sician had previously stated he was not in 
favor of epileptic children attending public 
schools, as he felt that it was unfair to the 
other children, as well as to the patient. Jane 
became insistent upon going back to her 
former classroom and, accordingly, arrange- 
ments were made to readmit her on March 8. 
Her enthusiasm would be satisfied with noth- 
ing less than a whole day at school from the 
beginning. The teacher encouraged her by 
rating her high in spelling, reading, and 
arithmetic, and gave her plenty of time to 
do assignments. There was no attempt to 
insist upon standards of performance. Jane 
seemed very happy to be back at school, as 
her pride and ego were now quite satisfied, 
since she was again one of the group. There 
have been no attacks at school up to the 
present time, although, in the early morning, 
from 6:30-8:00, she is apt to have one or 
two attacks. For this reason, Calcibronat has 
been increased to 2 tablets a day, luminal 
and sodium bromide being discontinued. Her 
appetite continues poor, but her play and 
academic interests are on a good level, and, 
for the most part, she seems active and equal 
to the social-recreational life of her associ- 
ates. Although there have been decidedly 
fewer attacks since Calcibronat! has been 





1. Although two month treatment with this prep- 
aration is insufficient to adequately evaluate 
its role in treatment, it is obvious that in this 
case, Calcibronat made possible this child’s 
return to school at this time. In reply to an 
inquiry, an opinion of the Council on Pharmacy 
and Chemistry of the American Medical Asso- 
ciation states that, providing the formula giv- 
en by the manufacturer is correct, and pro- 
viding there is no synergistic action of the 
bromine and other ingredients, it would seem 
reasonable to presume that the hazard of 
employing the preparation would be largely 
limited to the quantity of bromine included in 
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administered, the relatively fewer seizures 
are somewhat “harder”, characterized by 
more jerking of arms, legs, and jaw. The 
teacher states that the girl is doing very well 
in regard to both academic and social adjust- 
ments. The pupils in her school system are 
divided into A (bright children), B (average), 
and C (below average or slow moving) groups, 
which gives plenty of latitude for shaping the 
educational program to meet the patient’s 
fluctuating needs. The mother notes that, at 
times, the patient is bright and enjoys school, 
but at other times seems dull and is not so 
keen on attending. 

The case of Jane illustrates what may be 
done for certain epileptic children who have 
been exempted from school and may be prof- 
itably returned. This latter is desirable, since 
it maintains the child in a social environment, 
which is so important for the development 
of ego needs, as well as a wholesome stimulat- 
ing contact to prevent untoward seclusive- 
ness and introversion with day-dream com- 
pensations. Granted that we have an under- 
standing and sympathetic classroom teacher, 
the child’s school experience can be made a 
happy one. Also, the instructor must be 
“child-conscious”, in contrast to “subject 
matter-conscious”. It is important that both 
parent and teacher school themselves in 





the dosage employed. Calcibronate-Sandoz is 
not a Council-accepted preparation, nor has 
it been presented by the manufacturer for 
consideration by the Council. The manufac- 
turer claims that Calcibronat is a double salt 
of Calcium-Bromine-Glactogluconate, and that 
its outstanding advantage lies in the syner- 
gistic sedative effect of the bromine and cal- 
cium ions, both of which it contains in ade- 
quate therapeutic amounts, the average dose 
containing 0.23 gm. Ca-ion + 0.45 gm. Br-ion. 
In a communication from Dr. William G. Len- 
nox, he states that they have given Calcibronat 
to a number of patients and seem to get about 
the same results as with other forms of bromide 
preparations. In one patient there was indeed 
a considerably unusual period of freedom from 
attacks. “I presume it is worthwhile to try 
various preparations with these patients be- 
cause they do not all seem to respond in the 
same way.” 

Several weeks later, because of return of 
seizures, Dilantin (Park-Davis) capsules, grains 
114, was prescribed. During three weeks of this 
treatment, in which the dose was modified, 
patient reacted with toxic symptoms of gastric 
irritation and skin erruption. Her parents de- 
cided to withhold all drugs. She became free 
of attacks and has since so remained with the 
exception of an occasional petit mal. She at- 
tends school regularly, is no longer a behavior 
problem, and enjoys a growing social-play life. 
X-ray of head was negative. Electro-ence- 
phalogram studies were not made. 
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critical observance of patient’s behaviour re- 
actions, especially emotional fluctuations in 
relationship to seizures. Both before ang 
after attacks there is a diminution of in- 
tellectual ability and social adaptability, 
which leads to easy confusion and bewilder- 
ment in connection with details and memory 
factors. At this time, a calm emotional at- 
mosphere, devoid of forcing of effort, is es- 
sential in order that the child may experience 
the satisfaction of achievement which wil] 
surely come, if adequate time is allowed. There 
is no doubt that the public school can he 
made a happier place than it now is for the 
personality growth and educational develop- 
ment of a large number of epileptic children, 
providing their intelligence is high enough 
(at least 60 I. Q. and mental age of 6) to 
profit from the educational menu. Children 
with a large number of seizures require home 
teaching, but this should not be resorted to 
without a trial period in school of at least 
several months’ duration, and that under 
competent medical and educational supervi- 
sion. Children of low intelligence (below 50 
I. Q.) and inadequate home environment and 
supervision should have the advantage of in- 
stitutional treatment. 

The following case will illustrate the phil- 
osophy and methodology practiced at The 
Spruces, Staatsburg-on-Hudson, New York. 

Case II: Pete, age 13, was admitted a year 
ago because of “epilepsy with neurotic elabor- 
ations” and “behavior problems” character- 
ized by fighting, undue argument to bring 
attention to himself and stubborn and tanta- 
lizing reactions. 


Pete suffered his first attack at the age 
of 7, following a fight with another boy. At 
the time, he was living with grandparents 
who were unable to discipline him. Temper 
tantrums, which he frequently developed, in- 
creased the attacks. He was disobedient and 
defiant of authority, both at home and at 
school. Convulsions occurred in frequency up 
to 15 per day. He was labeled “dumb” at 
school and was, accordingly, afforded the 
facilities of home teaching by a private tutor. 
As satisfactory progress was not being made, 
he was admitted to a psychiatric clinic, but 
here he became involved in fighting, which 
resulted in an increase of seizures. 

When admitted to The Spruces a year ago, 
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he readily became involved in argumenta- 
tion which led to fighting. He refused to eat, 
put when no attention was paid to him, he 
wondered why, becoming greatly astonished. 
It was not long before he appeared regularly 
for meals. He was resistant to coming to this 
school. “I don’t see why I had to come here.” 
One night he rode away on his bicycle for 
four hours. He seemed to obtain little pleasure 
from being with the group. On occasion, he 
was somewhat destructive in the dormitory. 
During the first six months he had no con- 
vulsions, but had three sleepy periods, char- 
acterized by a drooping of his head over his 
work. The ensuing sleep was deep enough to 
prevent his wakening, even though shaken. 
These attacks would last two or three hours, 
during which time he was usually put to bed. 
In the past six months, he has suffered three 
grand mal attacks. Luminal is administered 
in 1-grain doses, twice a day. 


In school work it has been found that he 
needs definite and close supervision. His “‘ac- 
tivity book” is on the seventh grade level. He 
accepts criticism with a grin, and at first 
worked only when the teacher stood over him. 
In recent months his interest has improved, 
not only in spelling, reading, and geography, 
but particularly in the use of an electric drill 
and torch in burning outlines. For the past 
month his average in academic performance 
has been 95 per cent, Pete having made the 
“Honor Society”. (This requires 93 per cent 
in conduct, sports, and honor, and 86 per cent 
in academic work.) Although he indulges in 
occasional “horse play” and his behavior is 
somewhat inconsistent, his personality char- 
acteristics as regards social adjustments have 
improved decidedly. He is now more respon- 
Sive, polite, and he does not display his former 
hostility to authority. He is finding a feeling 
of security in the busy life which ties him to 
the interests of immediate reality. School 
work is shaped to meet his level of ability, 
talents, and interests. The scholastic prog- 
nosis is that he will probably finish high 
school, but as yet no definite occupational 
goal has taken shape. He will be able to earn 
his own living largely due to the development 
of good work habits and effective social ad- 
justment patterns. 


Educational methods used in reconditioning 
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Pete were built around the idea of making him 
a likeable and liveable person. Because of 
his wide range of interests, a variegated pro- 
gram was formulated, which respected his 
artistic bent, enjoyment of crafts, and pleas- 
ure in horticultural pursuits. A feeling of self- 
importance was fostered by allowing him to 
work about the buildings and grounds, on oc- 
casion, with older men. Sports education was 
pushed in order to encourage contacts with 
others. He was not criticized for his short- 
comings, and, on the other hand, his per- 
formance was not made too much of, al- 
though praise and encouragement for rea- 
sonable achievement were the rule. Of par- 
ticular moment were daily psychotherapeutic 
discussions which led him toward an insight 
into his problems and a wholesome accept- 
ance of his limitations; also, to the formula- 
tion of a better balance with respect to work, 
play, relaxation, study habits, and sleep. He 
has required close supervision and, in order 
to nip in the bud undesirable social reactions, 
it was necessary to keep two paces ahead of 
him in planning sufficient interests and 
activities so as to gain active coopera- 
tion. Brief discussions concerning conflicts 
which he expressed on admission, such as not 
being sure of being his mother’s son, led to 
an adequate acceptance of himself in the light 
of his family constellation. 


The personality make-up of Pete was de- 
scribed as stubborn, difficult, and jealous. He 
was more interested in gaining attention than 
in doing things. His mother had suffered a 
psychosis requiring treatment in a hospital 
and was said to have been cruel to him, hav- 
ing on occasion tied him up or locked him in 
a closet. His parents had not been living to- 
gether for some time. 


Facts of the physical examination were 
negative. Mental examination, including 
psychological tests, revealed Pete to have an 
I.Q. of 105. His academic status was uneven. 
There were a number of mental conflicts 
which became eneucleated or modified dur- 
ing the course of treatment. 


Case III: Sam, age 16, was admitted to 
The Spruces three years ago because he was 
unmanageable in a private school for atypical 
children. He suffered both grand mal and 
Jacksonian types of convulsions. At present, 


77 








DISEASES OF THE NERvous SYSTEM 


he is a sophomore in high school, with an I.Q. 
of 110. 

When he was admitted, he was regarded by 
his parents as a “potential criminal’, because 
he had attacked a boy with a screw driver. 
He was unruly, profane, destructive to prop- 
erty of others, and demanded money. He 
was unable to adjust socially either in public 
or in private school. Owing to a left-side 
paresis, residual from polioencephalitis suf- 
fered at the age of two, he was unable to 
compete with the average child. It was said 
of him that he used his seizures to escape dis- 
agreeable tasks. Rebelliousness was displayed 
if he failed to dominate. In contrast to his 
relatively high intelligence, his behavior was 
infantile. 


At first Sam had difficulty in all personal 
relationships. He resented authority and dis- 
played retaliative traits, such as kicking the 
door when things did not go his way. He 
seemed blocked when approached for discus- 
sion, apparently unable to express himself, 
especially following an episode of social mal- 
adjustment. Requests for cooperation were 
usually met with no response or refusals. 

During the past year and one-half, there 
have been no outbursts of anger or stubborn- 
ness. Rather than become involved in a dis- 
pute, he will walk away from an argument. 
He has been taught to dance, and now plays 
in all games. His previous spells of moodiness 
and irritability have disappeared. He is more 
outgoing, will chat, and even laugh. During 
the first few weeks his attacks occurred 
two or three times each week. During 
the recent past he has had on the average 
of two or three convulsions a month and 
even an occasional .month without any at- 
tack. Only petit mal seizures have been ob- 
served recently. Bromides were at first util- 
ized, but this gave way to luminal in view of 
better results. There has been no evidence 
of mental deterioration and, in all probabil- 
ity, he will continue to improve and reach 
a normal status. 

The educational methodology utilized in 
the case of Sam paid first respects to gaining 
rapport by capitalizing on his interest in 
geology. This subject was integrated with 
English by having him report orally upon 
field trips and collections of insects and 
rocks. Socialization was fostered through 


78 


Marcr 


bringing Sam in contact with another boy 
who had similar interests, especially collect- 
ing tadpoles and frogs. It took about a year 
and one-half to clear his room of ants, fish, 
rocks, and ‘insects. This finally was brought 
about by bolstering his ego through gaining 
his cooperation to put his collection on exhi- 
bition in the library. It took one year to give 
him a feeling of security and to release his 
interests, which, in turn, made for approach- 
ability. His feeling of prestige was greatly 
enhanced by exhibiting the fruits of his col- 
lective trend. 


Of paramount importance in personality 
readjustment were daily interviews with the 
director of personnel. This afforded an op- 
portunity for clearing the emotional atmos- 
phere, with respect to latent or manifest con- 
flicts, frustrations, or anxieties. Group-mind- 
edness was encouraged through winning 
him over to discuss his problems in the weekly 
student forum, which is organized and ad- 
ministered by the students. Corrective gym- 
nastics were the spearhead in helping him to 
emotionally handle his paresis and to release 
his energies in play pursuits. Hiking with the 
teacher was instrumental in breaking through 
his inaccessibility in speech. Manual dex- 
terity was developed through shop work, 
which caused him to gain self-confidence in 
performance. At the end of fifteen months, 
he made a beautiful lamp, as well as various 
other articles requiring craftsmanship. His 
daily activity program and its review brought 
home varying degrees of achievement, which 
was obvious to Sam as well as to others; it 
effectively crowded out fancy-spun hurts and 
clashes. There was no forcing of him in class 
or general work. If so disposed, he was al- 
lowed to be stubborn. This latter reaction, as 
well as withholding of conversation, was par- 
ticularly evident with respect to his house 
father, who represented authority. With all 
other teachers, however, he was reasonably 
communicative. Media for various types of 
expression of his abilities and talents were 
afforded through participation in a full-day’s 
program, which included music, shop, library, 
nature study, hiking, maintenance jobs (re- 
quiring physical work), daily talks with the 
personnel worker relative to his plans, and 
recreational pursuits (radio, cards, checkers, 
and reading stories to his group). It has been 
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a great emotional satisfaction to Sam to have 
overcome his physical handicap, at least to 
the extent that it is no longer utilized as an 
escape from social adaptation. He is now able 
to enter into all games, and can even use a 
spade with enviable skill. 

The educational aim at The Spruces is to 
supervise the pupil’s activity, but not his per- 
son. Supervision of activities moment by mo- 
ment is made possible through having every 
staff member mental-hygiene minded at all 
times. 

The probable occupational outlook of Sam 
will be that of a laboratory worker in some 
branch of science. He is very meticulous in 
his write-ups of natural science assignments 
and self-chosen projects. He is a good work- 
man and finishes what he sets out to accom- 
plish. Moreover, he is dependable and has 
overcome his previous aggressive traits. 


In the light of the foregoing concrete ex- 
amples of educational methodology, the fol- 
lowing guide posts in the education of persons, 
especially children, suffering from convulsive 
disorders, may be erected: 

1. Our prime objective is education of the 
total personality, not merely concern with 
“attacks”. The epileptic individual has to 
learn to live effectively with himself whether 
attacks are present or not. Thus, curricular 
as well as extra-curricular areas of living are 
equally important. The child, in time, learns 
to accept seizures as part of a personality 
disorder, and that without morbid reflection 
or preoccupation. He learns through experi- 
ence, with the help of discussions which make 
for insight, how to handle the various pre- 
cipitating factors, not only with respect to 
seizures, but also to varying degrees of social 
and emotional maladjustments. The neuclear 
problem is that of emotional reeducation. This 
is paramount, as there is, in most instances, 
or perhaps always, an emotional trigger which 
facilitates an attack. Thus, emotional stabil- 
ization and solidarity is a cardinal objective. 
The ability to relax and to be reasonably hap- 
py in the light of a wholesome acceptance 
of self and an adequate blending with one’s 
social milieu, are pivotal goals in education. 

2. Since many children suffering from epi- 
lepsy will be handicapped in varying degrees 
with respect to social and occupational ac- 
complishments, it is important that these 
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children, from an early age, be encouraged 
and guided in various types of hobby interests 
and activities. Thus, undue dependence upon 
others for satisfactions in living will not be 
the rule. 


3. A critical and trained moment-by-mo- 
ment supervision, leading to pertinent discus- 
sions, are the keynotes of his understanding of 
personality problems, as well as of their re- 
construction and prevention. Keep in mind 
that it is the activities which are supervised, 
and not the children whom we are assisting 
to gain habits of self-confidence and self- 
reliance, as well as self-criticism, self- and 
social control. 


4. Maintenance of general health is essen- 
tial, since a lowering of functional efficiency 
of various component parts of the personality, 
be they somatic, intellectual, emotional, or 
volitional, frequently makes for occurrence of 
seizures, aS well as social maladjustments. 
Skill in reading the child’s “emotional quo- 
tient”, as a barometer of personality reserve, 
is important, since children with epileptic 
syndromes are apt to be loosely put together 
emotionally, and rapidly dissipate personality 
adjustment energy. Thus, the physician’s rec- 
ognition of limitations of emotional fluctua- 
tions and the importance of keeping well 
within the patient’s reserve are helpful in 
maintaining a healthful status. 

5. With the proper medical and educational 
guidance, most epileptic children of average 
intelligence can enjoy the advantages of a 
high school education, and many can go on 
through college, as well as professional, edu- 
cational careers. 

6. In view of a tendency to emotional and 
intellectual entanglements, especially in re- 
lation to the pre- and post-seizure occur- 
rences, habit training in simple manual skills 
is desirable. This will foster traits of suffi- 
ciency and contentment, which mean so much 
in living with one’s personality deviations and 
fluctuations. 

7. Effective socialization is a cardinal ob- 
jective which must ever be kept in mind. 
Growth in one’s ability to adapt to group 
living and to participate with ease and a 
feeling of security, are essential for happi- 
ness and success. To this end, games, projects, 
parties, and musicals are important media of 
socialization. Of significant importance is 
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the cultivation, from an early age, of ease 
in adjustment with the opposite sex. The 
history of adult epileptics all too frequently 
reveals that unfortunate courtship and mar- 
riage problems have been largely brought 
about by precipitous relationships, taking root 
in feelings of heterosexual inferiority, which 
make for too rapid and poorly digested sexual 
and marital attitudes, habits, and relation- 
ships. 

8. In the education of epileptic children, 
academic achievement is of secondary im- 
portance. Our primary and fundamental 
educational focus is upon the development of 
the total personality toward the goal of ma- 
turity. Intellectual life is merely a facet or 
phase of our concern. The mature personality 
is conceived as being one effectively and hap- 
pily socialized in the light of deeply integrated 
traits of self-reliance, self-direction, and self- 
and social-control. 

9. An essential educational device is that 
of tailor-cutting a 24-hour schedule of inter- 
ests and activities. Under guidance and day- 
by-day discussion of problems and plans, the 
program is made sufficiently plastic to meet 
the varying and ever-changing environmental 
and personality growth requirements. The 
pooling of pertinent information and its eval- 
uation, with the help of various persons who 
intimately touch the life of the child, such as 
teachers, personnel director, house mother, 
and recreational director, leads to modifica- 
tions of behavior and cultural patterns, which 
take root from personal and social satisfac- 
tions. This leads to stabilization rooted in 
adequate habit training and feeling attitudes. 

10. Conjoint planning with each pupil, in 
respect to the things he can and likes to do in 
the here and now, forms the starting point in 
the educational program. Opportunity for de- 
veloping discrimination with respect to choice 
and decision, are important in cultivating 
feelings of adequacy in self-direction and in 
gaining facility with social relationships. It 
will also assist in nipping in the bud anti- 
social or asocial behavior. 

11. We aim at developing a therapeutic 
technique in the light of critical and trained 
common sense, which pays ultimate respect 
to the quality of the social pattern, which the 
child is assisted to effectively and harmoni- 
ously develop. 
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12. On the basis of diagnosis and evaluation 
of the facts and factors entering into the 
needs of what has to be done in bringing 
about an effective balance of individual assets 
and liabilities, tentative educational prescrip- 
tions may be written and prediction made of 
probable educational, social, and vocational] 
outcomes. Skill, patience, and perseverance 
in the intimate study of environmental hap- 
penings and how the pupil reacts to them, 
especially his likes and attitudes toward va- 
rious types of growth, are essential in under- 
standing and constructively modifying the ex- 
periment of nature. Day-by-day scrutiny of 
notes about what others say about his per- 
formance is of inestimable value. This will 
give rise to psychiatric intelligence and psy- 
chotherapeutic implications to be capitalized 
on in this 24-hour day of life happenings and 
opportunities. It is the 24-hour or total child, 
the child as a whole, that we must always 
keep in mind. The curricular and extra-class 
map and compass which he learns to read 
and utilize under guidance and the utiliza- 
tion of critical choice and decision, are the 
main educational tools. But these could not 
become galvanized without constructive inter- 
personality impacts between teacher and 
pupils. Flexibility of program, subject to 
change at any time, should there be lack of 
satisfaction in expression and growth of per- 
sonality needs, is essential. 


13. Daily follow-up, with a critical weekly 
and monthly review of individual personality 
growth and adaptability, is essential in order 
to keep in mind the individual in toto as a 
dynamic-genetic behaving organism. Meth- 
odology should respect the significant value of 
putting on paper facts, opinions, and tenta- 
tive evaluations. Daily conferences with pupil, 
teachers, and personnel worker, as well as 
house staff, become the criteria of the work- 
ability and adequacy of individual planning. 
It also assists in recognizing early difficulties 
and furnishes an opportunity for nipping 
them in the bud. Wrong or twisted view 
points, misinformation, discussion of letters 
to home at these conferences, create oppor- 
tunities for a preventive guidance program, 
as well as for the recognition and utilization 
of the next steps to be taken in personality 
reconstruction. The interpretation of beha- 
vior and how the child is growing in his abil- 
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ity to handle difficulties are essential topics 
for discussion. Present health, academic 
status, results and probable outlook are also 
items to be scrutinized on such occasions. 


14. Each epileptic should receive guidance 
in the building up of his ideology concerning 
his ego in the light of his sickness. Of par- 
ticular moment is his reaction to the social 
evaluation of his person, and particularly his 
seizures. We must be on our guard to prevent 
unwholesome mechanisms of defense from 
springing up, such as escape, retaliation and 
hostility reactions. For example, “You can’t 
punish me because I’m an epileptic.” Recently 
a jilted epileptic woman remarked, “He can’t 
get away with it. I’ll teach him that he’s deal- 
ing this time with an epileptic.” 

15. Especially in areas of time related to 
seizures, the individual is apt to get lost in 
details which make for confusion and dis- 
couragement. Thus, deliberate learning, with 
apparent slowness in grasp of problems, must 
be regarded as a symptom of the individual’s 
playing for more time in order to gain achieve- 
ment. The epileptic child should not be 
“fordized” in the educational process. He 
often requires a longer class period than the 
average child, and a flexible curriculum 
shaped to meet his individual and changing 
needs. Speed tests should be avoided, as they 
frequently give rise to anxiety and even panic 
reactions. 

16. In order to avoid excessive day-dream- 
ing and seclusiveness, the epileptic needs 
stimulation of interests and activities within 
his range of ability to succeed. Although drill 
work is frequently required, with respect to 
memory work, such as some phases of arith- 
metic, mere repetition is undesirable for the 
epileptic of average intelligence. 

17. In view of the fluctuations in grasp and 
comprehensive status, there should be no 
forcing of the child to meet abrupt changes 
in his program. Directions and rules need to 
be carefully explained, as he frequently dis- 
plays a lowering of retention and “slow-mo- 
tion” understanding of relationships. In this 
connection, it is important to recognize the 
effect of sedatives in slowing up the associa- 
tion process. The teacher should be on the 
qui vive to observe petit ma! attacks in the 
child, as they are easily overlooked. This 
may lead to unjust accusations of inattention 
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and neglect, whereas the child may have 
missed certain words or even a sentence of 
the teacher’s discussion during the attack. 

18. In order to minimize and eradicate 
“conflict of difference’, the epileptic child 
should be encouraged to lead as normal a 
social life as possible. Thus, keeping the child 
in his own social- or life-age group, is de- 
sirable. This also leads to the positive advan- 
tage of winning over the child’s associates to 
a sympathetic, understanding, and helpful 
attitude in living with the handicapped child. 
“Bearing one another’s infirmities”, will, in 
time, become realistic rather than mere lip 
service precept. Happiness is a bi-product of 
adequate social adjustment and cooperation 
with group appreciation. 

19. In view of the fact that emotional re- 
actions of the epileptic child persist longer 
than in the average child, adequate time must 
be given to their lifting or passing over. In 
this regard, the capitalization of rapport with 
parent and teacher will be instrumental in 
modifying hostility, inferiority, etc. 

20. Assist each child in emancipating him- 
self from excessive parental or teacher solici- 
tude and protection. Unwholesome emotional 
attachments to adults frequently lead to 
chronic invalidism and inability to become 
mature in personality reactions. Each child 
must be encouraged in learning to stand on 
his own feet in the light of his limitations. 
Constant discipline, a living up to rules and 
regulations without nagging or being too 
strict, are essential in the socialization pro- 
cess. Good habit training with respect to 
play, work, relaxation, rest, diet, elimination, 
and sleep, is essential. 

21. Every child needs companionship and 
guidance in directing his energies into con- 
structive channels, as well as in the preven- 
tion of emotional entanglements which make 
for seizures and personality maladjustments. 
Critical use of praise and favorable comment 
are much more desirable than negative 
measures. Recognize ego needs and create op- 
portunities for showing off to advantage every 
child in the light of his abilities, interests, ap- 
titudes, and socialization needs. This will be 
helpful in the development of self-confidence 
and self-dependence. 

Many of the above suggestions, obviously, 
can only be adequately carried out in a private 
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school, which has 24-hour supervision of the 
child, and with the assistance of trained per- 
sonnel. However, there are suggestions in the 
preceding material that can be utilized by 
teachers in public schools, parents, and va- 
rious types of educational community services. 
to assist in developing the total personality 
and educational welfare of individuals handi- 
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capped by convulsive disorders. Forearmeg 


with fundamental knowledge and heuristic 
attitudes toward new and promising methods 
in the treatment of this type of personality 
reaction, we can embrace a hopeful animus 
in tackling this trying, but not insurmount- 
able, problem of medicine and education. 


214 State Street 





Follow-Up Study of Metrazol Therapy in 
Twenty Cases of Chronic Psychotic 


Excitement * 


S. J. PHILLIPS, M. D. 
Pineville, Louisiana 


D. H. DUNCAN, M.D. 
Shreveport, Louisiana 


The purpose of this report is to review 
briefly the present status of twenty cases of 
chronic psychotic excitement recently sub- 
jected to metrazol therapy. As the initial 
response to therapy was decidedly encourag- 
ing, it is thought that it might prove of in- 
terest if these cases were studied again to 
determine, if possible, whether or not the 
initial improvement had been maintained and, 
in addition, to attempt to determine the in- 
cidence of injuries occurring as a consequence 
of metrazol convulsions. 

Since the introduction of metrazol shock 
therapy, approximately five years ago, a very 
voluminous literature has grown up. Re- 
cently, its use in depressive psychoses has 
been reported by Bennett! and by the Youngs? 
and in the psychoneuroses by Shapiro and 
Freeman.* The report by Cohen‘ of its use 
in the treatment of chronic psychotic over- 
activity stimulated our interest in the present 
series of cases. 

Because of the marked difficulty encount- 
tered in the management of chronically ex- 
cited patients, it was thought that any method 
of treatment likely to produce even temporary 
improvement, if not attended by unnecessary 
risk, was worthy of trial. Therefore, twenty 
cases were selected on a basis of the degree 





* Read before the meeting of the Southern Psy- 
chiatric Association at Louisville, Kentucky, 
October 10, 1939. 


82 


of excitement present. All these cases were 
residents of disturbed wards and were chosen 
because they were considered to be the most 
constantly disturbed cases in their wards. 
Only cases presenting physical disorders, 
contraindicating metrazol therapy, were ex- 
cluded. All were classified as dementia prae- 
cox except two, one of these being manic ex- 
citement, the other psychosis with mental de- 
ficiency. The dementia praecox cases had 
staff diagnoses as follows: Catatonic type 
14, hebephrenic 1, undifferentiated 3. The 
duration of psychosis ranged from two months 
to eleven years. The manic episode was of two 
months’ duration at the time treatment was 
started, this being the second episode of ex- 
citement experienced by this patient, and it 
was rather an open question as to how com- 
plete recovery had been previously, as the 
patient’s general conduct indicated a definite 
tendency to hypomaniac state. It is quite prob- 
able that the psychosis in many of these cases 
extended over considerably longer periods of 
time than are here indicated, as in many in- 
stances it was impossible to determine ac- 
curately, from information furnished, the 
exact date of the onset of symptoms. The 
average age of the patients in this group was 
24.94 years; the youngest, 19; the eldest, 37. 

The technique of medication and manage- 
ment on the day of treatment was briefly as 
follows: At about eight o’clock in the morn- 
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ing on the day of treatment, a 10 per cent so- 
lution of metrazol was given intravenously by 
the so-called speed injection, an effort being 
made to conserve the same vein for use 
throughout the entire course of treatment. 
Guarded tongue blades were placed between 
the patient’s molars, and the jaw prevented 
from extreme opening, in so far as possible, 
by one assistant. Two other assistants, one 
on each side of the patient’s bed, attempted 
to prevent extreme abduction of the arms and 
to overcome extreme flexion of the trunk 
during the tonic stage of convulsion. Follow- 
ing the seizure, artificial respiration was used 
as indicated; or, if unnecessary, the patient 
was turned on his side, while respiration re- 
turned to a normal rate. During the period 
of confusion which usually followed the con- 
vulsive seizure, the patient was kept in bed 
and constantly reassured by an attendant. 
If absolutely necessary, restraining apparatus 
was used, though an effort was made to avoid 
permitting the patient to regain conscious- 
ness while in restraint. 


After the period of confusion following 
treatment had cleared up, the patient was 
encouraged to resume ward activities. Three 
cc. of metrazol solution was used routinely as 
the initial dose and increased 14 cc. each dose 
until a convulsion was obtained. Medication 
was not repeated on the same day if a con- 
vulsion did not occur, but was increased 1% cc. 
on the following day. After a convulsion was 
obtained, the dosage was usually increased 
%, cc. at each injection and the medication 
was given every other day. Treatment was 
carried on until it was thought that the pa- 
tient had reached the peak of improvement. 
It was, at times, necessary to discontinue 
treatment and resume it as the occasion de- 
manded, or when a recurrence of symptoms 
demonstrated that a return to treatment 
seemed advisable. The number of doses given 
ranged from eight to twenty-four injections. 
The number of major convulsive seizures 
ranged from three to twenty. The minimal 
convulsive dose was 3 cc.; the maximum, 12 
cc. The period of treatment ranged from 
twelve to seventy days and averaged thirty- 
three days. During the period of treatment, 
no attempt was made to modify the general 
management of the patients in any way, ex- 
cept to make such changes as were actually 
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necessary in patients receiving metrazol and 
to increase the privileges enjoyed by those 
patients, whose improvement in behavior in- 
dicated that such changes could be instituted. 

Although the mode of action of this type 
of shock therapy is incompletely understood 
at present, it is our belief that both physi- 
ological and psychological factors are in- 
volved. Various changes in the components of 
the blood and spinal fluid have been de- 
scribed,® as well as modifications in the meta- 
bolism of the nervous system. Following the 
administration of a convulsive dose of metra- 
zol, there is apparently an acute temporary 
inhibition of metabolism, due to temporary 
deprivation of available oxygen, this appar- 
ently being followed by a secondary direct 
or indirect increase in the oxidation of glu- 
cose.6 The various psychological explana- 
tions of its action which have been brought 
forward, range from the suggestion that the 
patient reacts to acute fear of treatment, to 
more complicated explanations, involving 
gratification of masochistic tendencies, satis- 
faction of death wishes, etc.7 Whatever the 
various psychological factors involved may be, 
and they are perhaps many, it is our impres- 
sion that those patients who receive increased 
attention and even moderate amounts of 
psychotherapy, make a better improvement 
than do those who receive no psychotherapy. 
While this method of treatment is, in our 
opinion, primarily physiological in operation, 
it is, nevertheless, true that patients derive 
enormous benefit from being able to discuss 
their problems even superficially. Also, the 
encouragement obtained from being trans- 
ferred from disturbed wards to better wards 
and the knowledge that they are in a con- 
dition which permits their working, helps 
the patients. 


In February of this year, when the results 
of treatment in this series was first sum- 
marized, it was thought advisable to adopt 
certain very general and very objective cri- 
teria for determining the degree of improve- 
ment present, endeavoring to eliminate fact- 
ors in which difference of opinion of various 
observers might occur. Changes in the pa- 
tient’s condition after treatment were, there- 
fore, evaluated in the following manner: 
First, certain cases were listed as “paroled,” 
these patients having come before the staff 
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and having been found to be in a condition 
suitable to attempt adjustment outside an 
institution. This does not necessarily mean 
that these patients were entirely recovered, 
since parole does not necessitate complete 
insight, but they may safely be considered 
as relatively symptom-free. A second group 
was designated as “improved and working”; 
that is, these patients had not obtained a 
degree of improvement sufficient to permit 
their being paroled, were still living in the 
institution, but were improved to an extent 
where they could be permitted to do work 
about the institution, being employed in the 
laundries, diet kitchen, etc., and usually re- 
quiring a minimal amount of supervision. In 
a third group, designated as “improved but 
not working,” are included those cases in 
which there was a marked decrease in ex- 
citement, the patient’s general level of be- 
havior being much improved, but in whom 
improvement was not sufficient to permit 
the patient to do useful work about the in- 
stitution. As “unimproved” are listed those 
cases in which no definite change in the de- 
gree of excitement present was noted. 


As shown in the accompanying table, in 
February, eight cases were included in the 
first group. In the second group, that is, 
“improved and working”, but still in the in- 
stitution, were seven cases. In the third 
group, “improved but not working”, were three 
cases. In the last group, “unimproved”, and 
apparently unchanged by treatment, were two 
cases. In September, when the cases were 
again reviewed, it was found that eleven had 
been paroled, three were improved and work- 
ing, none were listed as improved but not 
working, and six were considered unimproved. 
These six were again residents of disturbed 
wards and showing essentially the same level 
of behavior as was present before treatment 
was instituted. One case, with the catatonic 
form of dementia praecox, received another 
course of treatment consisting of fourteen ma- 
jor seizures in May, but apparently showed 
no definite response to treatment. Of those 
paroled, the average duration of psychosis 
was four and one-half years; of those show- 
ing no improvement, the average duration 
of psychosis was eighteen and one-half 
months. The average age of the paroled group 
was twenty-five years and four months; the 


84 


Marcy 


average age of the unimproved group was 
twenty-four years. 

In this group of cases, the examiner has 
found it very difficult to evaluate the part 
played by deterioration. We felt that the 
manic and the psychosis with mental de. 
ficiency should be excluded from considerga- 
tion, as the manic might have been expecteg 
to show no deterioration and to have had re. 
mission of symptoms with or without treat- 
ment and, in the defective, various symptoms 
corresponding to those encountered in deterj- 
oration had, of course, been present more or 
less throughout the patient’s life. The manic 
was included in the paroled group and the 
psychosis with mental deficiency unimproved 
by treatment. In the remaining eighteen 
cases, untidiness, noisiness, impulsiveness and 
other similar symptoms were so commonly en- 
countered that it was impossible to form any 
definite conclusion as to which cases might 
be said at the beginning of treatment to show 
the most definite symptoms of deterioration. 
Information concerning the acuteness of on- 
set of psychosis had to be obtained from ap- 
plication forms included in the coroner’s re- 
port and were inadequate for definite con- 
clusions concerning the presence or absence 
of symptoms over a period of time. As these 
cases were all excited, it was naturally thought 
by us that the onset in most of these was rela- 
tively acute. 

In this particular series of cases, we were 
not able to draw any definite conclusion as 
to the type of cases most likely to show im- 
provement. While the number of cases is too 
small for definite conclusion, it will be noted 
that the duration of psychosis was greater 
in the paroled than in the unimproved group. 
The following table summarizes the degree of 
improvement as of February and September, 
1939; that is, three and nine months after 
treatment was instituted: 


Results of Therapy in Twenty Cases 
Improved Improved 


Paroled and not Not 
Working Working Improved 
As of 
Feb. 1939 8 7 3 2 
As of 
Sept. 1939 11 3 0 6 


At the time treatment was instituted in 
this series of cases, very little had beeen writ- 
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ten about complications of therapy other than 
description of occasional dislocation of the 
humerus and mandible. Recently Meduna 
and Friedman® reported 3,000 cases of con- 
vulsive shock therapy and described injuries 
occurring in 1.1 per cent of these cases. Ben- 
nett and Fitzpatrick® reported compression 
fractures of vertebrae in all their treated pa- 
tients who complained of backache, this oc- 
curring in eight of seventeen patients treat- 
ed. These injuries were confined to the dorsal 
vertebrae and occurred early in the course of 
treatment. Hamsa and Bennett! reported 
seven cases of spontaneous fracture and de- 
scribe the use of spinal anesthesia as a 
method of preventing these injuries. Polatin, 
Friedman, Harris and Horwitz!! reported, at 
the last meeting of the American Psychiatric 
Association, that x-ray examinations of fifty- 
one of a total of fifty-eight patients treated 
showed fractures in twenty-two cases; that 
is, in 43.1 per cent. These reports indicate 
that metrazol therapy is attended by con- 
siderably more complications than was orig- 
inally thought. In addition to the previously 
recognized dislocations of the mandible and 
humerus, we may expect to encounter frac- 
tures of the vertebrae, femur and pelvis, the 
lesions being most commonly located in the 
dorsal vertebrae. Since the publication of 
these reports, we have thought it advisable 
to re-examine the cases in this series still 
available for study. An attempt has been 
made by questioning to elicit complaints 
indicating the possibility of bony injury and 
X-ray examinations of the spines of all those 
cases still remaining in the institution have 
been made. Letters were written to those 
cases now paroled from the institution, re- 
questing a statement of any backache, joint 
pain, motor disability, etc., as well as sug- 
gesting their return to the institution for re- 
examination. To date, none of the patients 
on parole have returned, so x-ray examina- 
tions of these cases have not been made. 
However, none of them complained of symp- 
toms suggesting definite skeletal injury. Of 
the ten cases which were still in the insti- 
tution, one shows a chip fracture of the elev- 
enth and twelfth dorsal vertebrae, though 
this patient does not complain of back pain. 
No other injuries could be demonstrated by 
X-ray. Other fractures or dislocations were 
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not encountered in this series of cases. 

While we realize that the number of cases 
reported here is too small to permit any very 
definite conclusion, we believe that skeletal 
injury has beeen minimal. Re-examination of 
other cases not included in this series of 
excitement, who were treated at approximate- 
ly the same time and with whom the same 
technique of treatment was used, tends to 
show approximately the same incidence of 
injury apparent in this group. It is possible 
for a small chip or compression fracture of 
the vertebrae to exist without producing com- 
plaint, so that some of the ten cases in whom 
it was impossible to secure x-ray examina- 
tion following treatment may have injuries 
to the vertebrae. However, if they do, they are 
not causing complaints. None of those cases 
showed signs of having any skeletal injury 
during the period intervening between term- 
ination of treatment and their parole, so if 
injury is present in any of that group, it can 
probably be safely assumed that it is limited 
to non-symptom producing fractures of the 
vertebrae. Of the ten cases resident in the 
institution, injury is confined to chip frac- 
ture of the vertebrae of one patient. Our 
present impression is that the relative infre- 
quency of traumatic complications in this 
series is probably the result of two factors. 
First, these patients were all relatively young 
persons, the eldest being 37 years of age, the 
average age being 24 years. Secondly, the 
holding down of the patient’s pelvis, prevent- 
ing acute flexion of the spine during the 
tonic phase of convulsions, while maintain- 
ing support of the jaw and adduction of the 
arm, probably tends to minimize fractures of 
the vertebrae. 


Summary and Conclusion 

Though the number of cases here reported 
is too small to permit definite conclusions, 
it seems that metrazol therapy is a useful 
method of treatment of chronic psychotic 
excitement. While initial improvement was 
not maintained in all cases, fourteen of the 
twenty cases continued to show improvement 
justifying parole, or permitting them to work 
about the institution. Six cases were appar- 
ently unbenefitted by treatment. Skeletal in- 
jury was apparently limited to a chip frac- 
ture of the eleventh and twelfth dorsal ver- 
tebrae in one patient. 
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Spontaneous Subarachnoid Hemorrhage 


A. HAUSER, M.D. 
Houston, Texas 


Spontaneous subarachnoid hemorrhage is 
a syndrome that represents a rather distinct 
type of cerebrovascular accident. Since its 
description by Bramwell! in 1886, and with 
more refined methods of diagnosis, especially 
the more prevalent use of lumbar puncture, 
the incidence of the syndrome is apparently 
increasing. Ohler and Hurwitz? stated that 
in a series of comparative cases there were 
353 cerebrovascular accidents of all types, 
spontaneous subarachnoid hemorrhage oc- 
curring in 24 cases, and subacute bacterial 
endocarditis occurring in 22 cases. This figure 
gives an idea of the incidence of diagnosed 
cases. There are, however, many cases which 
are not diagnosed. 

Although the onset in this condition is 
usually sudden, just as it is in most vascular 
lesions of the brain, it is important to re- 
member that the chief symptom of spon- 
taneous subarachnoid hemorrhage is head- 
ache which may develop insidiously. For this 
reason the syndrome is often overlooked; and 
it may go undiagnosed in many instances 
because spontaneous recovery may take place. 

The syndrome is characterized by a rather 
typical group of symptoms. As already stated, 
the onset is usually sudden, or is preceded by 
headache of varying character, which per- 
sists and becomes more intense. One patient 
had paroxysms of pain in the head which she 
described as a “sensation of something run- 
ning in the back of the head,” and a “feel- 
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ing of swelling of the head”. The pain may 
become practically unbearable, if the patient 
remains conscious, or it may merge into the 
state of stupor or even unconsciousness. Also, 
the onset is often accompanied by mental con- 
fusion, stupor, or coma. Signs of meningeal 
irritation, consisting of nuchal rigidity, pos- 
itive Kernig’s sign, or radicular pains are next 
to appear and, if these signs are noted, the 
diagnosis is nearly always suspicioned. An 
elevation of temperature, which may occur, 
is of lesser importance. In the cases of rup- 
tured aneurysms at the junction of the Circle 
of Willis with the internal carotid artery, 
focal neurological signs occur, due to pressure 
on the third nerve and first and second di- 
visions of the fifth nerve. 

When any one or a group of the above symp- 
toms occur in a patient of almost any age, 
but usually after the second decade of life, 
the diagnosis of spontaneous subarachnoid 
hemorrhage is suspected. One should espe- 
cially be suspicious in unexplained persistent - 
headache with slight nuchal rigidity. The 
diagnosis can always be suspected clinically 
by the symptoms, but it can only be confirmed 
by finding blood in the spinal fluid. Missed 
diagnosis most often occurs by failure to fol- 
low through with the urge to do a spinal 
puncture. 

Etiology 


Although the most common cause of sub- 
arachnoid hemorrhage is probably rupture of 
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a congenital cerebral aneurysm, there are 
many other pathological states that are asso- 
ciated with this syndrome. According to 
necropsy findings’, some of these are: (1) car- 
diorenal vascular disease, including cerebral 
arteriosclerosis and hypertensive states, (2) 
tumor of the brain, (3) subacute bacterial en- 
docarditis, (4) diabetes, (5) syphilis, (6) blood 
dyscrasias, (7) tuberculosis, and, (8) head 
injury, such as: cerebral concussion, cerebral 
contusion, and cerebral laceration, with or 
without fracture of the skull. 

In cerebral aneurysms it is thought that 
there is a weakness of the vessel wall, chiefly 
in the muscular coat. As pointed out by Bar- 
ker!, the exhaustive studies of Forbus®, in 
Baltimore have demonstrated that the mili- 
ary aneurysms arise only from vessels be- 
longing to the carotid system, that they are 
all located at points of bifurcation of the ves- 
sels, that there is a total absence of evidence 
of acute or chronic inflammation in connec- 
tion with the aneurysm, that there is a def- 
inite defect in the muscular coat at numerous 
points of division in the right and left middle 
cerebral arteries, and that the location of 
aneurysms corresponds exactly to the location 
of the muscular defect in the wall. “Such de- 
fects in the muscularis seem to date from 
embryonic life. They give rise to focal weak- 
ness in the vessel wall and may be followed 
by degeneration of the internal elastic mem- 
brane due to continued overstretching of that 
membrane, after which aneurysm can de- 
velop.” 

Differential Diagnosis 

Spontaneous subarachnoid hemorrhage is 
often confused with cther conditions. The 
headache, which is the most prominent symp- 
tom, is thought to be just a severe headache 
of unknown etiology until one thinks about 
the possibilities of subarachnoid hemorrhage. 
Some cases resemble the onset of an acute 
meningitis, which, of course, is ruled out as 
soon as lumbar puncture is done. Tumor of 
the brain, subdural hematoma, and cerebro- 
vascular accidents, other than subarachnoid 
hemorrhage, may be simulated. Occasionally, 
the patient in coma may be mistaken for a 
diabetic, because the pressure on the mid- 
brain may cause a severe glycosuria with ace- 
tonuria. Such cases have been given insulin, 
without results, until an accidental spinal 
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puncture cleared the diagnosis. Finally, one 
must Keep in mind that these cases have been 
often called migraine, or so-called ophthal- 
moplegic migraine, until the diagnosis has 
been established by rupture of an aneurysm 
or leakage of the aneurysm, which turns out 
to be the real cause of the migraine. In such 
cases, one of which occurred in the series 
reported in this paper, the one-sided pain 
is due to pressure of the aneurysm on the 
ophthalmic (sensory) branch of the trige- 
minal nerve. 
Prognosis 

In seventeen cases seen ‘within the past few 
years, three died with the first attack, and 
four died subsequently. There are ten living. 
The mortality of 40+ per cent for this small 
number of cases suggests that almost one 
out of two cases is fatal. The mortality is 
considerably less, however, in the uncompli- 
cated congenital cerebral aneurysms. Ac- 
cording to Strauss and Tarachow? who studied 
one hundred and five (105) cases with follow- 
up from one to five years, the prognosis is 
very bad in cerebrospinal syphilis. It is gen- 
erally worse in the presence of generalized 
vascular disease, or in old patients who have 
subarachnoid hemorrhage without discover- 
able cause. In young individuals, with a sug- 
gested diagnosis of congenital aneurysm, their 
figures show a much better prognosis. In 
general, it can be seen that the prognosis 
always depends upon the underlying patho- 
logic state. Patients who have recovered have 
been able, in most instances, to return to their 
former occupation, and are apparently none 
the worse for their experience. 


Case Types 

Study of the cases seen suggests that there 
are individual variations in every case, but 
that the clinical features group themselves 
into about six types, under which I have ar- 
bitrarily chosen to report the cases. It is 
necessary to emphasize that the types sug- 
gested are merely clinical variations, and do 
not represent an attempt to establish a stand- 
ard classification for this syndrome. 

I. The Simple or Pure Types: These cases 
represent the classical syndrome with the 
more typical features: 

Case 1—W.M.A. (Consultation with Dr. C. 
O. Sansing), was white, male, aged 25 years, 
a consulting engineer. He was admitted to 


87 








DISEASES OF THE NERvous SysTEM 


Memorial Hospital on January 20, 1936. A 
few hours prior to admission the patient 
complained of a very severe pain over the 
eyeballs and frontal region of the head. 
There was, also, generalized headache and 
diplopia. In just a few minutes he had a gen- 
eralized convulsion, which was followed by 
coma. In addition, neurological examination 
showed nuchal rigidity, positive Kernig’s sign, 
a bilateral positive Babinski sign and unequal 
pupils. The spinal fluid was bloody. The 
patient was extremely restless and remained 
in a delirium for several days. The tempera- 
ture was slightly elevated, reaching 101.2 de- 
grees F. His blood pressure varied from 
110/65 to 125/70. Urinalysis was normal. 
Blood count showed 20,000 white blood cells 
with 97 per cent polymorphonuclears. Blood 
Wassermann and spinal fluid Wassermann 
were both negative. X-ray of the skull was 
normal. The patient gradually recovered 
after repeated spinal drainage, and on leav- 
ing the hospital he had a diplopia due to pa- 
resis of the left third nerve which improved 
very much after six months. He was able to 
return to his former occupation of consulting 
engineer on a full-time schedule. The final 
diagnosis was spontaneous’ subarachnoid 
hemorrhage, cerebromeningeal, right frontal 
cortex, probably caused by rupture of a 
cerebral congenital aneurysm. 

II. Impure Types: There is a difference in 
the usual features, such as onset and clinical 
course. This group emphasizes the import- 
ance of considering spontaneous subarach- 
noid hemorrhage in the differential diagnosis 
of such conditions as angina pectoris. 

Case 2—B.D.M. (Consultation with Drs. P. 
V. Ledbetter and Stephen A. Foote), was white, 
female, aged 41 years, a graduate nurse. She 
was admitted to Memorial Hospital on July 
13, 1937, complaining of severe headaches, 
and pains between the shoulders extending 
down both arms and both legs. Previously 
the patient had complained of severe pains 
in the left part of the chest, radiating down 
the left arm, associated with nausea and 
vomiting. The sudden onset and nature of 
the symptoms had elicited a suspicion of an 
anginal syndrome. The electrocardiogram 
was reported as having a diphasic Tl and T2, 
and the tracing was questionably abnormal, 
suggesting a toxic or organic cardiac involve- 
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ment. After twelve hours there were signs 
of nuchal rigidity, and slowly developing men- 
tal confusion, restlessness, and delirium. The 
Kernig’s sign was positive. Blood pressure 
ranged from 115/75 to 140/90. The spina) 
fluid was frankly bloody. With repeated 
spinal drainage and symptomatic therapy, 
recovery gradually took place. The patient 
was discharged from the hospital with only 
a slight residual headache, August 17, 1937. 
The final diagnosis was spontaneous sub- 
arachnoid hemorrhage, ruptured congenita] 
cerebral aneurysm. The patient was followed 
up. She made a complete recovery and is now 
doing full-time nursing duty. 

III. Complicated Types: This group is char- 
acterized by a sudden onset, with an early 
marked stupor which persists, and, possibly, 
focal neurological signs. The temperature 
elevation is higher. The symptoms persist, 
there is no relief, or very little relief after 
spinal drainage, and the frankly bloody ap- 
pearance does not clear away after a few 
days. Ordinarily, in young individuals, the 
prognosis is favorable, but in this group the 
symptoms progress and, finally, new signs 
such as choked discs, or focal cerebral signs 
appear, making the outlook poor. Tumor of 
the brain is often the underlying pathology. 


Case 3—R.C.W. (Consultation with Dr. C. 
M. Warner), was white, male, aged 30 years, 
a motor car salesman. He was admitted to 
Memorial Hospital on August 30, 1937. There 
was history of a sudden onset with headache, 
vomiting, mental stupor, rather severe mem- 
ory disturbance, and stiff neck. The examin- 
ation on admission did not show any nuchal 
rigidity, nor any neurological signs of sig- 
nificance. The blood pressure was 155/90. The 
temperature was 101.8 degrees F. Following 
this, for a period of nine days, there was im- 
provement with repeated drainage, but the 
bloody spinal fluid did not clear. On Sep- 
tember 15, 1937, all of the neurological signs 
had increased, headaches were more severe, 
there was suspicion of a muscular weakness 
on the left side, and early choking of the optic 
discs appeared. Two days later, September 
17, 1937, all of the signs had increased further. 
The patient suddenly had two severe gener- 
alized convulsions and died. The final diag- 
nosis was cerebral hemorrhage; cerebral neo- 
plasm with hemorrhage, unverified; and spon- 
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taneous subarachnoid hemorrhage. 

IV. Congenital Aneurysm Types: The aneur- 
ysm is usually located at the junction of the 
internal carotid artery with the Circle of Wil- 
lis. The type of lesion has been ably described 
and discussed by Fuller Albright.® 

Case 4—S.J.L. (Consultation with Dr. G. H. 
spurlock), was white, female, aged 40 years, 
a housewife. She gave a history of having 
suddenly developed a pain over the left orbit 
on November 6, 1935. This pain had continued 
and was accompanied by nausea and vomiting. 
It was somewhat paroxysmal in nature. The 
patient noted a drooping of the left eyelid, 
double vision, and finally inability to lift the 
left eyeball. The pain over the left orbital 
region continued and later began to radiate 
over the left frontal region and then over 
the entire left side of the head. Examination 
showed complete left ophthalmoplegia, both 
internal and external. There was a loss of 
consensual pupillary reflex. The spinal fluid 
examination was normal. The blood Wasser- 
mann was normal. All other laboratory and 
physical examinations were normal. It was 
thought that the patient might have a so- 
called ophthalmoplegic migraine or, possibly, 
neuritis of the left third nerve and frontal 
division of the left fifth nerve. The patient 
had improved slightly and was discharged 
from the hospital seven days after admission 
on December 28, 1935. She was kept on seda- 
tives to relieve her pain. Five days later, on 
January 2, 1936, she very suddenly experi- 
enced a pain in the left frontal region, which 
was followed in a few moments by severe gen- 
eralized convulsions and coma. She was 
brought back to the hospital. There was 
nuchal rigidity, left sided hemiparesis, pulse 
rate 60, blood pressure 128/85. The spinal 
fluid was frankly bloody and under consid- 
erably increased pressure. She did not regain 
consciousness and died within six days. On 
the second admission the diagnosis of rup- 
tured cerebral aneurysm was made. A post 
mortem examination of the brain showed 
aneurysm arising at the junction of the left 
internal carotid artery with the Circle of 
Willis. 

V. Types Associated with Cardiovascular 
Renal Disease: These cases are usually elder- 
ly individuals who simply have a rupture of 
a sclerosed vessel, the arteriosclerosis having 


been a part of hypertension, kidney damage, 
etc. One often finds associated valvular 
changes in the heart, and vascular changes in 
the fundi oculi. The prognosis is not good in 
this group. 

Case 5—H.J.R. (Consultation with Dr. A. M. 
Parsons and Dr. C. A. Calhoun), was white, 
male, aged 64 years, a railroad conductor. 
While standing in a train on January 7, 1938, 
the patient had a sudden severe pain in the 
back of the head which was followed by grad- 
ual collapse. He was immediately brought to 
the St. Joseph Infirmary, and within twelve 
hours had developed a comatose state. The 
neurological examination showed nuchal 
rigidity, a semi-comatose state, and no focal 
neurological signs. The blood pressure was 
180/110. The previous history and general 
physical and laboratory examinations showed 
the patient to have had cardiovascular renal 
disease in addition to the vascular hyperten- 
sion. The spinal fluid was bloody, which con- 
firmed the suspicion of a spontaneous sub- 
arachnoid hemorrhage. The patient gradual- 
ly improved, although his headaches con- 
tinued to be rather severe, and he was dis- 
charged from the hospital on February 15, 
1938. He was able to be up and about, al- 
though he had not made a complete recovery. 
Three weeks after leaving the hospital, he 
had a very sudden massive cerebral hem- 
orrhage and died. The final diagnoses were: 
(1) cardiovascular renal disease; (2) massive 
cerebral hemorrhage; (3) spontaneous sub- 
arachnoid hemorrhage. 


VI. Traumatic Type: The history of some 
cases in this group suggests that an original 
head injury may, at times, predispose the 
patient to a later subarachnoid hemorrhage, 
which is sometimes rather extensive and fatal. 
In other words, there seem to be two sub- 
divisions in this group; first, those cases who 
have head injury and an immediate acute 
associated spontaneous subarachnoid hem- 
orrhage; second, those cases in which the im- 
mediate symptoms of the head injury subside 
and the patient later develops a typical sud- 
den subarachnoid hemorrhage, making it ap- 
pear as though the trauma had produced a 
vulnerable status in the meningeal vessels. 

Case 6—W.O.C. (Consultation with Dr. J. 
F. Rader), was a male, white, aged 60 years, 
a watchman. The patient was admitted to 
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the Parkview Hospital, on December 20, 1937. 
He gave a history of having received a blow 
on the head when someone attacked him while 
he was at work. On admission to the hospital, 
the general physical and neurological examin- 
ations were essentially normal. During his 
stay in the hospital, he developed signs of an 
acute appendicitis and an appendectomy was 
done. The operation was uncomplicated and 
his post-operative course was uneventful. He 
returned home and during the first week in 
January, while in church, developed a sudden 
headache, was able to walk back home, but 
the headache increased in severity. He was 
re-admitted to the Parkview Hospital. The 
neurological examination was essentially nor- 
mal in every way; the blood pressure was 
135/90. The patient complained of pain on 
both sides of the head. There was a very slight 
suggestion of nuchal rigidity. Because of the 
history, a spinal puncture was done and the 
fluid was found to be bloody. The patient 
obtained complete relief and made a complete 
recovery, returning home in February, 1938. 
It was felt that the subarachnoid hemorrhage 
had occurred independent of the original head 
injury, although there might have been some 
relationship. The patient is back at his old 
job. 


Treatment 


Treatment of these patients is individual 
and non-specific. The indications are chiefly 
to keep the patient at rest, stop the bleeding, 
reduce the increased intracranial pressure, re- 
move the irritating blood, furnish the proper 
amount of nourishment, and give sedatives 
for excessive restlessness, delirium, headache 
or pains. 

Lumbar puncture is always done for diag- 
nostic purposes at first. If the pressure is 
high, over 250 to 300 mm. of water, it is 
well to cautiously remove a considerable 
amount of the bloody fluid. This affords the 
patient almost immediate relief from the 
more severe symptoms. At the same time, it 
is a means of removing blood that may cause 
irritation of the meninges, or may even block 
some of the absorption pathways of the cere- 
brospinal fluid. There are some who claim 
that spinal drainage encourages further hem- 
orrhage, but most writers do not agree with 
this, nor is it borne out by clinical experience. 
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It is, nevertheless, best to always be cautioys 
rather than promiscuous in doing punctures 
A twenty gauge needle is the most preferahj. 
size to use. Whenever the pressure is ey. 
ceedingly high, cardiovascular renal diseage 
is more likely to be the basis for the bleeding. 
Whereas, if it is normal, or even below norma), 
the rupture of a congenital aneurysm has 
probably taken place. 

Occasionally, it is desirable to do cisterna) 
puncture, in order to remove compression 
around the medulla and to allow for greate; 
diffusion of the blood. Masten’ reports a cage 
in which this procedure was life saving for g 
physician whose age was 28 and who had g 
subarachnoid hemorrhage. Two hours after 
blood was found in the spinal fluid, compres- 
sion symptoms had developed. He was in a 
deep coma with Cheyne Stokes respiration: 
his pulse had dropped from 100 to 60. Death 
seemed imminent. Cisternal puncture was 
done, and what appeared to be pure blood was 
removed. Before the needle was withdrawn, 
respiration had become normal and the radial 
pulse had increased in volume. The patient 
made a complete recovery after further treat- 
ment. This author believes that drainage is 
not only desirable for immediate therapeutic 
purposes, but that it also prevents remote 
complications, such as continued headache, 
stiff neck, attacks of dizziness, and focal 
neurological signs. 

The use of magnesium sulfate and hyper- 
tonic glucose or sucrose solutions is of value 
for dehydration as well as supplying nourish- 
ment. Fluids are restricted to combat cerebral 
edema, otherwise an average fluid intake is 
permitted. Masten advocates venesection 
with removal of about 500 cc. in cases of sub- 
arachnoid hemorrhage complicating severe 
hypertension. 

Other measures are largely symptomatic. 
Codeine and acetylsalicylic acid plus the bar- 
bitals are valuable for restlessness. 


Summary 

1. The syndrome of spontaneous subarach- 
noid hemorrhage occurs fairly often and is 
characterized chiefly by the sudden onset, 
persistent headache, signs of meningeal irri- 
tation, and bloody spinal fluid. 

2. Rupture of a congenital cerebral aneur- 
ysm is one of the important etiological factors 
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in this cerebrovascular crisis. 

3 It is pointed out that the mortality rate 
is almost 50 per cent. Other significant prog- 
nostic factors are discussed. 

4. Various types of clinical cases are re- 
ported, and their treatment and management 
are outlined. 

319 Medical Arts Building. 
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“Nervousness” 


As a Presenting Symptom 


WALTER FREEMAN, M_D., F.A.C.P. 
Washington, D.C. 


“Nervousness” as a presenting symptom is 
one of the frequent complaints of a variety 
of patients. It may betray the presence of 
hyperthyroidism, or alcoholism, or paralysis 
agitans or multiple sclerosis; it may be the 
principal expression of an involutional de- 
pression or of an incipient schizophrenia; or 
it may be the word that the patient uses for 
want of a better term to express a certain 
state of nervous tension associated with 
fatigue. 

“T’m so nervous, Doctor,” the patient states, 
“that I feel as if I could jump out of my skin. 
Every little thing upsets me. I can’t stay quiet 
for more than a few moments. I start at the 
sound of the doorbell and begin to shake. At 
night I’m afraid to go to sleep—,” and then 
begins the “organ recital”. From the crawling 
sensations in the scalp and the pressure on 
top of the head, one travels by slow degrees 
past the pulling in the back of the neck, the 
tight feeling in the throat, sometimes ac- 
companied by nausea and maybe vomiting. 
One arrives at the throbbing in the chest and 
the sense of suffocation and a “pain that is 
worse than pain’, and follows this sensation 
down the arms to arrive at the tingling in the 
fingers, the tremors of the hands and often 
the closely bitten fingernails. The kaleido- 
scopic symptomatology derived from the ab- 
dominal and pelvic regions needs no elabor- 


ation on the writer’s part, since his efforts 
would be amateurish beside the actuality of 
the patient’s statements. And finally the 
historian arrives at the cold aching feet and 
maybe wonders how a patient can possibly 
have accumulated so many complaints in the 
short space of a lifetime. 

The physician easily picks out this par- 
ticular type of patient as being of the “gold 
brick” variety, and he may even commence 
his examination with the preconceived notion 
that nothing will be found to account for the 
symptomatology, and that the patient is 
neurotic. Indeed, the full array of symptoms 
lead more easily to a rapid diagnosis than 
does the fixation on one particular organ or 
part. When one organ is complained of, the 
physician must exert all his capabilities in 
demonstrating to his own satisfaction, if not 
to that of the patient, that the part in ques- 
tion is anatomically normal. When the mul- 
tiplicity of complaints cannot be pinned upon 
malfunction of any particular organ, then 
the general condition of the patient is con- 
sidered of paramount importance and, actu- 
ally, the patient is apt to be more rationally 
treated than if there is fixation of complaints. 
Also the results are usually much better. Re- 
lieving the patient of a hypochondriacal com- 
plaint, blasting out a complex, as it were, calls 
for almost endless patience on the part of 
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the physician, whereas if the complaints are 
varied, it is a sign of all-round disturbance 
that calls for more general measures. 


Granted that the complaint of “nervous- 
ness” is not the outward expression of a def- 
inite organic nervous disease like Parkinson- 
ism or multiple sclerosis, both of which are 
associated with tremors, and granted also 
that hyperthyroidism, alcoholism and other 
intoxications are ruled out by history and 
examination, it then becomes the goal of the 
physician to differentiate between an incipi- 
ent psychosis and a psychoneurosis. 


Incipient Psychoses 


The two principal psychoses to be distin- 
guished in the stage when “nervousness” is 
the presenting symptom, are involutional de- 
pression and dementia praecox. An occasional 
case of neurosyphilis will crop up, so that 
the physician should be on his guard against 
overlooking abnormal pupils and tendon re- 
flexes, but usually the two conditions men- 
tioned above can be readily differentiated by 
the history. Age and sex are by no means 
trustworthy guides, since involutional depres- 
sion may occur in the fourth decade, and de- 
mentia praecox in the sixth, but the psychoses 
in younger people are apt to be schizophrenic. 
In both types there is apt to be a history of 
repeated “nervous breakdowns”, often with 
symptomatology similar to that of the present 
attack. Both occur in rather peculiar types 
of individuals, although on the whole, those 
with involutional depression are apt to have 
a more normal life history. In both types of 
psychosis one often meets with similar dis- 
orders in the family. 

Outstanding features in incipient schizo- 
phrenia, before there is any hint of hallucin- 
ations or delusions, and in the stage where 
“nervousness” is sufficient to bring the pa- 
tient to the physician, are first, the with- 
drawal of interest from the outside world, and 
second, the feeling of being in a dream, of 
living a nightmare, where nothing seems real. 
To this sensation is given the name deperson- 
alization and sometimes, by persistent and 
deft inquiry, the physician may be able to ex- 
tract from the patient an account of some 
peculiar experiences, not necessarily voices, 
but influences, telepathic experiences, ideas 
of reference, and so on, that seem to betray 
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a still greater departure from the world of 
reality. 


In involutional melancholia, on the Other 
hand, the history of a so-called rigid persgop. 
ality is obtainable. These patients have gon 
through life with an established routine tha 
is hard for them to break. They make ey. 
cellent housekeepers, but cigarette ashes op 
the rug are serious matters, meals have to fp 
served on time, the furniture must be g,. 
ranged just so, and Christmas presents haye 
to be ready for delivery by Thanksgiving time 
Fussiness and formality rule their lives. They 
are usually devout and have a strongly de. 
veloped sense of duty, and their familie 
suffer from excessive attention. With th 
multiplication of their duties, as children groy 
up or businesses demand more and more car 
and with the decline in their powers of r. 
cuperation through worry and _ insufficient 
rest, these patients experience the devastat. 
ing effects of multiple frustrations, lose th 
power of relaxation, and then proceed to de. 
velop ‘‘nervousness’”’. 


Psychoneuroses 


The patient with a psychoneurosis usually 
has a much better reason for being “nervous’ 
than the patient with an incipient psychosis, 
In eliciting the history, the physician is often 
easily able to find many factors that serve 
to bring about abnormal fatigue. It may 
be all on the surface, or, on the other hand 
a great deal of it may be concealed. One in- 
dividual will be working his way through cdl- 
lege and getting four hours’ sleep a night; 
another will have a dozen engagements : 
day and, at the same time, attempt to take 
a business course or raise a family. Excessive 
activity in the social field is particularly ex- 
hausting to a fatigued individual. However, 
while these reasons may be given by the pa- 
tient and may appear to be plausible, it is 
more than likely that fear, discontent and 
frustration will be found in some of the inter- 
personal relations of the patient. Sexual dis- 
harmony is very common, and the neurosis 
prolongs it. Experience has taught us that 
there is often a strong admixture of hate in 
the love that these patients lavish upon thei! 
parents or others in the family. Fears of 
various sorts are apt to become establishei 
in the individual, either as regards his ow 
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person, Or as regards his associates. Fear, 
nate and dissatisfaction react upon the pa- 
tient and if an incident occurs, such as an 
operation, an accident, an illness, or merely 
a family argument, the neurosis is precip- 
itated. 

There is a certain vicious circle that is 
found in almost all of the psychoneuroses. One 
may conceive of a patient in a state of fatigue 
from a combination of circumstances, whose 
emotional balance is upset by a rather trifling 
incident, but one which prevents sleep. Dur- 
ing the “wee sma’ hours” a state of tension 
develops, to be followed in the morning by a 
condition bordering on exhaustion. The events 
of the day prove more irritating than usual, 
fatigue becomes more prominent, the tension 
is exaggerated, sleep is impossible, and the 
cycle of fatigue, irritability, tension and ex- 
haustion is seasoned with fear—and the 
podily symptoms supervene. 


Tension 


There are probably two main causes for the 
development of somatic symptoms during a 
state of emotional fatigue. One is the per- 
verse alertness of the brain that makes for 
the perception of bodily functions that ordi- 
narily take place below the threshold of con- 
sciousness, and the other is the increased 
tonicity of the smooth muscles of the body. 
Granted that the lowered threshold of per- 
ception renders possible sensations that or- 
dinarily would pass unperceived, the occur- 
rence of spasms of the smooth muscles, which 
are everywhere distributed through the body, 
would explain the creepy feelings in the scalp 
(hair follicle muscles), globus hystericus (in- 
ferior sphincter), cardiospasm, pylorospasm, 
constipation, abdominal cramps, pollakiuria, 
dysmenorrhea, and many others. The cold- 
ness and sweaty pallor of the hands and feet 
may be related to the hyperpnea and I have 
more than once seen carpopedal spasm in an 
individual who thought he had heart disease 
and was breathing excessively. 


Treatment 


Before undertaking the treatment of a pa- 
tient with “nervousness” as the presenting 
symptom, the physician should have an un- 
derstanding of the background of the case, 
and should size up the individual correctly, 
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since a mistake in judgment, with treatment 
directed to the part complained of may lead 
to a fixation on that part, a fixation that 
may be more difficult to handle than the 
original tension state. Hence the necessity of 
a detailed history, sometimes requiring hours 
of valuable time. A good plan is to let the 
patient do practically all of the talking until 
repetition becomes burdensome, and then to 
ask questions tending to reveal the presence 
of one or another of the major causes of 
“nervousness” listed above (intoxication, 
neurologic disorder, psychosis). By that time 
the patient will be certain that the physician 
understands his case (although this may be 
far from the truth) and will have confidence, 
thinking that because the history has been 
given in detail the physician has everything 
to go on that he needs. The physical examin- 
ation may be as minute as possible under 
existing circumstances. That also increases 
confidence. And a few well-chosen words con- 
cerning the integrity of this or that organ 
will be reassuring. 

In summing up the case for the benefit 
of the patient, the wise physician emphasizes 
the absence of anatomic deviations, but 
agrees perfectly with the patient upon the 
perverse activity of the organs complained of. 
He then proceeds to outline a course of action 
that will diminish tension and restore the 
organism to its previous smoothly working 
condition. 

Some patients need rest and some need 
physical activity, some need sedation and 
some need stimulation, some need to under- 
stand the mechanisms through which they 
arrived at their present condition (although 
this number is relatively small), and some 
need assistance in suppressing their conflicts. 
Some will do well with psychoanalysis and 
some with the new metrazol shock treatment. 
There is no general rule for treating these 
patients. Some methods succeed and others 
fail in any given case. But the physician who 
originally gains the confidence of these pa- 
tients by listening to their minute description 
and then examines them and initiates treat- 
ment as conscientiously, is apt to bind them 
securely to himself, and will then be able 
to apply one form of treatment after an- 
other in an effort to relieve the symptoms. 
The prognosis is relatively good. These pa- 
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tients, through imprudent living, have 
brought themselves into a state of abnormal 
tension, and a gentle re-education in the art 
of living is often productive of excellent 
results. 

As a general rule, brain work and muscle 
work tend to counteract one another, brain 
work to increase tension, muscle work to re- 
lax it. Many an individual who is too ex- 
hausted to walk half a block can, by forceful 
persuasion on the part of the physician, prog- 
ress beyond the point of false or nervous 
fatigue and gain a “second wind’, walk mile 
after mile, and return home again truly or 
physically exhausted—and experience relax- 
ation and rest. 

Separation from the home environment 
may witness an almost immediate disappear- 
ance of distressing symptoms, but before 
counselling a vacation, the physician would 
do well to see that conflicts in the home are 
as satisfactorily settled as possible and that 
the vacation is not merely an escape mech- 
anism. 

Most of the responsibility for recuperation 
must be borne by the patient. He must be 
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taught to see what activities are beneficig] 
and what ones are harmful to his state of 
tension, but a frontal attack upon his pre. 
occupations is seldom or never successful, 
Merely telling him that his organs are sound 
and that he has no disease, is equivalent to 
calling him a liar, and the effort to persuade 
him that his organs are functioning adequate- 
ly is met with his insistence that he knows 
better because he can feel them, and that it 
is no use to try to talk him out of that feeling, 
A lateral attack, and sometimes a devious one 
is at times necessary to set these patients upon 
the road to recovery. They are so perversely 
alert to their own condition that they are sus- 
picious of anybody who attempts to minimize 
their complaints or to destroy their reason 
for being sick. 

It takes time and patience to handle pa- 
tients whose presenting symptom is “nervous- 
ness”, and half the pleasure the physician 
derives from treating these people comes from 
the success in outguessing them and persuad- 
ing them to find their own way out of their 
difficulties. 

Occasionally a patient will be grateful. 


—$ o—_—- 























THE PSYCHIATRIC DEPARTMENT OF MOUNT ZION HOSPITAL | 
San Francisco, California 
ANNOUNCES: 


A SERIES OF FOUR WEEKLY DISCUSSIONS 
EVERY THURSDAY IN MARCH ON 


Psychotherapy In General Practice 


March 6—History of Psychotherapy 


March 13—The Essence of the Therapeutic Relationship 


March 20—Modern Treatment of Neuroses 


March 27—Psychotherapy in Children 


8: P. M. 
Classroom of Nurses Home 





No Fees 
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NEWSNOTES 


$7,000,000 FOR MENTAL HEALTH 


Since 1918, the Commonwealth Fund has 
appropriated nearly $7,000,000 for the pro- 
motion of mental health. Last year the sum 
of $193,329 was spent on mental hygiene ad- 
vancement, in the way of fellowships for post- 
graduate training and Clinical teaching fa- 
cilities devoted to bringing a psychiatric point 
of view into the pediatric service. 


DR. CONRAD SOMMER APPOINTED HEAD 
OF MENTAL HYGIENE DIVISION 


Dr. Conrad Sommer, director of the Illinois 
Society for Mental Hygiene, has been appoint- 
ed to the newly created post of state superin- 
tendent of the division of mental hygiene. 
The new division was set up on the recom- 
mendation of the Chicago Institute of Medi- 
cine which surveyed all state institutions re- 
cently at the request of Governor Horner. 
As Superintendent of Mental Hygiene, Dr. 
Sommer will supervise medical care and treat- 
ment of patients in the ten mental institu- 
tions in Illinois. —Hospital Management. 


PSYCHIATRIC UNIT FOR DUKE 
UNIVERSITY 


As a result of a recent grant of $175,000 
from the Rockefeller Foundation for the de- 
velopment of teaching and research in psy- 
chiatry and mental hygiene, Duke Univer- 
sity, according to an announcement made by 
Dr. W. P. Few, president of the University, 
will add a psychiatric unit to the University 
Hospital on July 1, 1940. 

A Department of Psychiatry and Mental 
Hygiene will be established on September 1, 
1940. 


HONORARY MEMBER 
Dr. Smith Ely Jelliffe has been made an 
honorary member of the Dutch Society of 
Psychiatry and Neurology. 


DR. WALKER TO ADDRESS SOUTH- 
EASTERN SURGICAL CONGRESS 
Dr. Exum Walker, of Atlanta, Georgia, will 
address the Tenth Annual Assembly of the 
Southeastern Surgical Congress on Various 


Pathologic Conditions Causing the Sciatic 
Syndrome. The meeting will be held at the 
Tutwiler Hotel, Birmingham, Alabama, on 
March 11, 12 and 13, 1940. 


TEXAS NEUROLOGICAL SOCIETY 
MEETING 


The Texas Neurological Society will meet 
at Dallas on May 13, 1940. Dr. Charles W. 
Castner of Austin is the President and Dr. 
Wilmer L. Allison of Ft. Worth is the Secretary. 


PSYCHIATRIC MEETING IN CINCINNATI 
MAY 20-24 

The Cincinnati members of the American 
Psychiatric Association announce that the 
next meeting of the Association will be held 
at the Netherland Plaza, Cincinnati, May 
20-24. Dr. Thomas A. Ratliff is the Chairman 
of the local Committee on Arrangements. 


UNIVERSITY OF IOWA PROFESSOR ON 
STATE SOCIETY PROGRAM 

Dr. Clarence E. Van Epps, Professor of 
Neurology at the University of Iowa College 
of Medicine, will be on the program of the 
Annual Meeting of the Idaho State Medical 
Association to be held in Sun Valley, Sep- 
tember 11-14. 


ORTHOPSYCHIATRIC MEETING 

The seventeenth annual meeting of the 
American Orthopsychiatric Association was 
held on February 22-24 at Boston, Massa- 
chusetts. Papers were presented by Drs. Wil- 
liam Healy, Boston; Joseph J. Michaels, Bos- 
ton; Joseph Lander, Hawthorne, New York; 
Everett S. Rademacher, New Haven, Conn.; 
Lawson G. Lowrey, New York City; Fred T. 
Burling, Ridgewood, N. J.; Charles Bradley 
and Margaret Bowen, R.N., East Providence, 
Rhode Island. 


NEUROPSYCHIATRIC SOCIETY OF 
VIRGINIA MEETING 
At a meeting of the Neuropsychiatric So- 
ciety of Virginia, held on February 7, 1940, in 
Richmond, Virginia, the following officers 
were elected for the coming year: 
Dr. Thomas N. Spessard, 
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Norfolk, Virginia, President 

Dr. W. Gayle Crutchfield, 

Richmond, Virginia, Vice-President. 

Dr. Edward H. Williams, 

Richmond, Virginia, Secretary-Treasurer. 
(Re-elected). 

The following program was presented: 

The Incidence of Pulmonary Tuberculosis in 
Southwestern State Hospital: A Prelim- 
inary Report, Dr. R. Blalock, J. B. Funk- 
houser and J. E. K. Flannagan, Marion, 
Virginia. 

The Importance of Neuropathology to Psy- 
chiatry, James B. Pettis, M. D., Staunton, 
Virginia. 

The Development, Organization and Func- 
tion of Out-Patient Clinics by State Hos- 
pitals, Dr. J. E. Barrett, Marion, Virginia. 

Psychiatry and the Courts—Some Attitudes. 
and Their Reasons, Dr. Winifred Over- 
holser, Washington, D. C. 


NEURO-SURGEON ADDRESSES MEETING 


Dr. Wilder G. Penfield, Montreal, Canada, 
addressed the Medical Society of the County 


1949, 


of New York on Diagnostic Aids in the Surgery 
of the Brain, on January 22nd. 


LOS ANGELES SOCIETY OF NEUROLOGY 
AND PSYCHIATRY MEETING 


The Los Angeles Society of Neurology ang 
Psychiatry met on February 21, 1940, at the 
Los Angeles County Medical Building. Dr. 
Julius R. Scholtz, present by invitation, reaq 
a paper on Bismuth in the Treatment of 
Neurosyphilis; and Dr. R. B. Raney reported 
on Anatomic Physiologic Basis for Operation 
in the Treatment of Vasospastic Anemias of 
the Lower Extremities. 


DR. Von MEDUNA ATTENDS MEETING 
OF BRAZILIAN NEUROPSYCHIATRIC 
GROUP 

On July 5, 1939, according to the last issue 
of the Revista da Associacao Paulista de Medi- 
cinad, Dr. Ladislau Von Meduna, the well- 
known Hungarian psychiatrist, spoke at a 
meeting of the Seccao de Neuro-Psychiatria 
on convulsive therapy for Schizophrenia. 

















COMPTON SANITARIUM 
and 
LAS CAMPANAS HOSPITAL 


Compton, California 
(NEAR LOS ANGELES) 


Compton Sanitarium is a private psychiatric hospital with 120 beds. Emphasis 
is given psychotherapy by a staff of resident psychiatrists. Other treatment 
procedures are duly evaluated and administered. Careful records are main- 
tained. There are psychiatrically trained graduate nurses; student nurses 
through offiliation; nursing attendants; dietition; occupational therapist; 
recreational therapist; hydrotherapist; masseuse. Las Campanas Hospital 
(30 beds) provides adjunct general hospital facilities. 


Compton Sanitarium (together with Las Campanas Hospital) is approved by 
the American College of Surgeons. 


GLENN Myers, M.D., 
Medical Director. 





